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Especially effective when 
used preoperatively 


SALICYLATE 


(Brand of carbazochrome salicylate) 


4 


to control oozing and bleeding 


As one clinician states: ““Blood loss may be hidden 
temporarily after closure of the thoracic or abdominal! 
cavities, even though drains are in place. Obstruction to 
outflow through these drains can occur, and bleeding 
is not apparent. 

“There are certain clinical situations in which pro- 
longed and profound oozing of blood may occur.”’ 

Adrenosem has proved effective in more than 200 
clinical disorders in the control of oozing and bleeding. 
It is used routinely, preoperatively and postoperatively, 
in thousands of hospitals. 


Supplied in ampuls, tablets and as a syrup. 


Write for comprehensive, illustrated brochure 
describing the action and uses of Adrenosem Salicylate. 


*U.S. Pat. 2581850; 2506294 


\\ 
1. Dripps, R.C.: Hazards of the Immediate Postoperative Period, 
J.A.M.A,. 7:795 (Oct. 19, 1957). |This reference reviews postoperative AN HH 
hazards, and does not refer to Adrenosem Salicylate}. SS 
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key to oral penicillin effectiveness 


(Penicillin V Potassium, Lilly) 


a Stability plus solubility provides greater absorption 


_—twice as much absorption of penicillin as from buffered 
’ potassium penicillin G given orally. “ 
Greater total penicillemia is produced by 250 mg. ‘V-Cillin K’ 


These unique advantages of ‘V-Cillin K’ assure maximum peni- 
-cillin effectiveness, and therapy, for penicillin- 


Scored tablets of 125 and 250 mg. (200,000 and 400,000 units). 


Ne 
a 
dns? 
t.i.d. than by 600,000 units daily of intramuscular procaine pen- 
icillin G. Also, high serum levels are attained more quickly 
with this new oral penicillin. - . 
sensitive intections 
ELI LILLY AND COMPANY «+ INDIANAPOLIS 6, INDIANA, U.S.A 
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NEEDLE THAT 
NEED NEVER BE 
TOUCHED 


PATENTS PENDING 


LUER LOCK disposable 
HYPODERMIC NEEDLES 


Another Roehr Service — The new, ready-to-use 
MONOZJECT “200” needle. Sterile and non-pyrogenic, each 
lancet sharp needle is sealed in its own plastic container, 


color coded for gage identification. The protective 


sheath of the container is specially designed to aid 


in placing the needle on and removing the needle from 


NON- 
PYROGENIC 


either a Luer Lock or Luer Slip type syringe. Attach, 


use, remove and dispose without touching the needle... | > 
and the STERILE, NON-PYROGENIC MONOJECT 
*200” COSTS ONLY 5 CENTS A NEEDLE. 


(slightly higher West of the Mississippi) ee 


Call OUR REPRESENTATIVE—IF YOU DO NOT KNOW HIS NAME WRITE 
ROEHR PRODUCTS COMPANY, INC. + P.O. BOX 960 + DELAND, FLORIDA 


DISPOSABLE 


MADE IN U.S.A. 


re PRODUCTS COMPANY, INC. 


WATERBURY, CONN. ¢ DELAND, FLA. 


THE MANUFACTURERS OF 


THE NON-PYROGENIC, SURGICALLY CLEAN NEEDLES WITH ALUMINUM HUBS 


ROEHR 
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Saves personnel time and trouble — makes 


linen handling a fast, efficient operation! 


Here at last is a truly modern, time- 
saving bag — no ropes, tapes, or ties 
of any kind to fumble with. Result: 
nurses and attendants can now speed 
through linen handling chores effi- 
ciently — spend more time on im- 
portant, productive duties. 


Hartford Self-closing Ropeless Bags 

speed up operations in the laundry 
. room, too. Sorters no longer have to 

struggle over stubborn, soggy knots. 

No ropes to cut—no grommets to 

repair. The bag’s full-width opening 
. lets linen fall out freely. 


Wherever they're used, these sturdy 
ropeless, grommetless bags not only 
save time, but hundreds of dollars 
a year in maintenance costs, too. 
Their self-closing design seals soiled 
linen in — prevents damage, reduces 
cross-infection during transit. For de- 
tails, ask your dealer or write: 


Bag slips onto hamper easily. 
Full 12-inch fold holds it on 
rim without ropes or tapes. Can 
be used on back of chair, too. 


A 
To close bag, nurse simply slides 
hands under flap. Grabs loops 
and pulls arms up. Wide flap 
slips over top, sealing linen in. 
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American Hospital Association 


hospital association meetings 


NATIONAL HOSPITAL ASSOCIATIONS 29-September |; San Francisco (Civic 


Auditorium) 


1958 Annual Convention — August THROUGH MAY 1959) 

18-21; Chicago (International Am- American Protestant Hospital Associa- 
phitheatre; Palmer House) tion—January 27-30; St. Louis (Jef- 
1959 Midyear Conference of Presi- ferson Hotel) 

dents and Secretaries—February 4-5; Catholic Hospital Association—June 2! - 
Chicago (Palmer House) 26; Atlantic City, N. J. (Convention 
1959 Annual Convention — August Hall; Dennis Hotel) 

24-27; New York City (Coliseum; National Association of Methodist Hos- 
Statler Hotel) pitals and Homes—January 27-29; 
1960 Annual Convention — August St. Louis (Jefferson Hotel) 
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DUAL CONTROLS 


Should the thermostatic 
control fail, the second 
control automatically 
operates the refrigerator 
within safe limits until 
the thermostat is cor- 
rected. 


JEWETT SAFETY SIGNAL 


This standard equip- 
ment feature sounds an 
alarm should the blood 
temperatures fall or rise 
dangerously. 


RECORDING THERMOMETER 


Available as an added 
feature; gives you a con- 
tinuous, accurate, per- 
manent record of stored 
blood temperatures. 


REFRIGERATOR 
COMPANY, INC. 


BUFFALO 1S. N.Y. 

MANUFACTURERS 

OF REFRIGERATORS 

OF EVERY TYPE 

FOR INSTITUTIONS 
Since 1849 


REGIONAL MEETINGS 
(THROUGH MAY 1959) 


Association of Western Hospitals Moy 
4-7; Salt Lake City, Utah 

Carolinas-Virginias Hospital Conference 
—April 16-17; Roanoke, Va. (‘Hotel 
Roanoke) 

Maryland-District of Columbia-Delawore 
Hospital Association——November 3-5; 
Washington (Shoreham Hotel) 

Mid-West Hospital Association — Apri! 

1-3; Kansas City, Mo. (Municipal 
Auditorium) 

Middle Atlantic Hospital Assembly 
May 20-22; Atlantic City, N. J. 
(Convention Hall) 

New England Hospital Assembly——Morch 
23-25; Boston (Statler Hotel) 

Southeastern Hospital Conference 
April 8-10; Atlanta (Atlanta Bilt- 
more Hotel) 

Tri-State Hospital Assembly — Apri! 
27-29; Chicago (Palmer House) 

Upper Midwest Hospital Conference — 
May 13-15; Minneapolis {Minne- 
apolis Auditorium; Leamington Hotel) 


STATE AND PROVINCIAL MEETINGS 
(THROUGH NOVEMBER 1958) 


Associated Hospitals of Alberta—October 
21-23; Edmonton (Jubilee Audi- 
torium) 

British Columbico Hospital Association 
October 28-31: Vancouver (Van- 
couver Hotel) 

California Hospital Association October 
22-24; Santa Barbara (Biltmore and 
Miramar Hotels) 

Colorado Hospital Association October 
9-10; Denver (Cosmopolitan Hotel) 

Connecticut Hospital Association June 
11; Berlin (Berlin Light and Power 
Company } 

Florida Hospital Association—— November 
20-21; West Palm Beach (George 
Washington and Pennsylvania Hotels) 

Idaho Hospital Association October 
20-21; Boise (Elks Temple) 

Indiana Hospital Association October 
8-9; Indianapolis (Indiana University 
Medical Center Campus) 

Konsas Hospital Association——November 
13-14; Hutchinson (Baker Hotel) 
Maine Hospital Association — June |0- 

11; Rockland (Samoset Hote!) 

Maritime Hospital Association 3- 
6; St. Andrews, New Brunswick Al- 
gonquin Hotel) 

Michigan Hospital Association — June 
15-17; Mackinac Island (Grand 
Hotel) 

Minnesota Hospital Association — -Novem- 
ber 7; St. Paul (Lowry Hotel) 

Mississippi Hospital Association —Octo- 
ber 23-24; Jackson (Hotel Heidel- 
berg) 

Missouri Hospital Association —Novem- 
ber 19-21; Kansas City (President 
Hotel) 

Montana Hospital Association —Septem- 
ber 15-16; Havre 

Nebraska Hospital Association —— October 
23-24; Omaha 

North Carolina Hospital Association — 
June 11-13; Blowing Rock (Mayview 
Manor) 

(Continued on page 96) 
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VARAMEL 


A scientifically formulated evaporated milk 
product prepared exclusively from Grade A Milk 
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® Protects Normal Skin Integrity 
® Assures Optimal Caloric Utilization 


Recent work has pointed out that linoleic acid 
plays a significant metabolic role in infant 
nutrition. Too low an intake results in dryness, 
thickening and leathering of the skin,' and an 
increased caloric consumption.? 


In Varamel the troublesome butterfat has been 
entirely replaced with easily digested corn and 
cocoanut oils, which provide five times the amount 
of linoleic acid in cow's milk formulas. 


Infants fed on Varamel are protected against 
eczematous and other dermatologic conditions 
caused by lack of linoleic acid, and are also 
assured optimal caloric utilization. 


Prescribe Varamel to protect normal skin 
integrity and assure optimal caloric utilization. 


(1) Hansen, A. E., et al.: Fed. Proc. 16: 387, 1957. 
(2) Hansen, A. E.: Pediat. 21: 494, 1958. 


Other Products—BAKER’S MODIFIED MILK—a com- 
plete formula in liquid and powder form prepared 
exclusively from Grade A Milk. 


The Baker Laboratories, Inc. 


Cleveland 3, Ohio 


Milk Products Exclusively for the Medical Profession 
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new dimensions 
in sulfa therapy 


effective sulfa levels 
for 24 hours with a 


(sulfamethoxypyridazine, Parke-Davis) 


AEROBACTER AEROGENES 


PARACOLON BACILLI 


wide antibacterial spectrum — effec- 
tively combats many gram-negative and 


gram-positive bacterial infections... valu- 


STREPTOCOCC! able in genitourinary tract infections, 


upper respiratory infections, bacillary 
dysenteries, and surgical and soft tissue 
infections, due to sulfonamide-sensitive 
organisms - rapid effect—therapeutic 
blood levels promptly attained - pro- 
longed action—eftective blood and urine 
concentrations sustained day and night 
with 1 tablet daily - well tolerated—high 
solubility and low dosage minimize possi- 
bility of crystalluria - I tablet-a-day 
schedule — greater convenience and 


STAPHYLOCOCCI! 


economy tor patients. 


Adult Dosage: Initial (first day) 2 tablets (1 Gm.) 
for mild or moderate infections, or 4 tablets 
(2 Gm.) for severe infections. Maintenance— 
1 tablet (0.5 Gm.) daily. 

Children’s Dosage: According to weight. See 
literature for details of dosage and administra- 


tion, Available: Quarter-scored tablets of 
0.5 Gm., bottles of 24, 100, and 1000. 


DIPHTHEROIDS 


PARKE DAVIS & COMPANY 
DETROIT 32, MICHIGAN 


PNEUMOCOCC! 


| 
4 
ESCHERICHIA COL! 
® 
2 
€ 
>». 
> 


a 


The Magee Bassinet shown above embodies 
every facility for individual care, yet the 
entire unit requires less than six square 
feet of floor space. Ideal for ‘‘in-nursery” 
and “‘rooming care—a complete cubicalized 


nursery in itself. Model P9913. 


P9904 —Cabinet Mode! P9910—Ravenswood Model P9912—Michigan Model P9900 —Bethlehem Model P9901 —Angelus Model 
Sliding doors, both sides Drawer with boftle insert Aseptic open compartment Removable Plastic basket Dressing stand extends 
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alumiline 
The Nation’s Most Distinctive Bassinets 


A Complete Line of Exclusive, Hospital-Tested Designs 
. © Developed by Recognized Authorities on Modern Individual Care 


Advanced Styling 


Alumiline is America’s most outstanding line 
of nursery equipment. Strikingly distinctive 
styling is achieved by the combination of grace- 
fully curved, square-tube aluminum and satin 
finished stainless steel surfaces. Alumiline’s 
attractive and functional styling gives a pleas- 
ing unity of equipment design to the entire 
hospital department. Related equipment and 
accessories, too, are designed in complete 


harmony with Alumiline. 


Maintenance-Free Materials 


Aluminum and stainless steel require a mini- 
mum of care. Chemically oxidized aluminum 
tubing frames are coated with a hard, trans- 
parent, baked-on resin finish that is quickly 
and easily cleaned, and never tarnishes. Stain- 
less steel used has No. 4 satin finish—non- 
glaring, shows no fingerprints. All-welded, 
rigid H-frame construction guarantees sturdy 
strength for life. 


F7170— Aloe Explosion- 
Proof Infant Incubator 
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A. 8. Aloe Company 


World's Foremost Hospital Supplier 
1831 Olive St. . St. Lovis 3, Mo. 


14 FULLY-STOCKED DIVISIONS COAST-TO-COAST 


Light Weight, Easily Mobile 

Alumiline is designed to meet the physical 
requirements of hospital personnel, as well as 
the infant. Heights are convenient, casters are 
characteristically set-in to avoid contact with 
nurse’s feet. Units move easily on ball-bearing 
casters that may be locked; and, the light 


weight does not damage soft floors. 


Functional in Design 

The designs shown here are representative 
of what thousands of modern hospitals have 
asked for, and are using. Chances are that 
there is an Alumiline Bassinet in this group 
that exactly meets your requirements. How- 
ever, if you desire a special model in quantity, 
our engineers will gladly work with you to 


develop a bassinet to meet your specific needs. 


For the complete specifica- 
tions of Alumiline, consult your 
new 804-page Aloe General 
Catalog. If this unique and 
world’s most complete catalog 
is not in your files, your Aloe 
Representative will be glad to 
supply you with one. 


SINCE 1860 
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intraducing the authors 


Rudolph Elstad, assistant adminis- 
trator and director of public rela- 
tions for Northwestern Hospital, 
Minneapolis, 
describes prep- 
aration of an- 
nual reports on 
a $1500 budget 
on p. 30. 

Mr. Elstad 
joined the hos- 
pital staff three 
vears ago with 
approximately 
15 vears of ex- 
perience in ad- 
vertising and public relations in 
Minneapolis and Chicago. 

Mr. Elstad received a B.S. de- 
gree from St. Olaf College, North- 
field, Minn. After completing his 
masters degree in hospital ad- 
ministration at the University of 
Minnesota, he served his adminis- 


MR. ELSTAD 


== 


trative residency at California 
Hospital, Los Angeles. 

Mr. Elstad is a nominee in the 
American College of Hospital Ad- 
ministrators. 


Henry N. Pratt, M.D., director of 
New York Hospital, New York, 
for the past decade, discusses four 
factors that he believes are. di- 
rectly responsible for the increase 
in hospital costs (p. 41). 

Prior to his present position, 
Doctor Pratt served as adminis- 
trator of Memorial Center for 
Cancer and Allied Diseases, New 
York, for two years. He joined the 
Center staff after serving three 
and a half years in Europe as 
commanding officer of U. S. Army 
hospitals in North Ireland; Chel- 
tenham, England; London; Paris: 
and Liege, Belgium. Dr. Pratt, who 
was discharged with the rank of 


Do you know that fine, ex- 
pensive thermometers are 
calibrated by comparison 
with melting temperature 
of chemically pure com- 
pounds? 


Do you know that Diack 
Controls depend upon this 
same principle? That the 
little pellet in each Diack is 
a pure chemical with a melt- 
ing temperature of 250° (15 
lbs. of air-free steam). 


This explains why Diacks 
have been on the market for 
49 years and give you that 
never old fashioned anwer 
“my dressings are clean”’. 


Thermometers vs Diacks 


SMITH & UNDERWOOD, Royal Oak, Michigan 


Sole manufacturers of Diack Controls and Inform Controls 


colonel, was decorated by the 
United States with the Bronze Star 
and by France with the Medaille 
de Reconnaisance. 

Dr. Pratt completed his under- 
graduate work at Harvard College 
and received his medical degree 
from Harvard University Medi- 
cal School, 

Dr. Pratt is past president of 
the Greater New York Hospital 
Association. 


DR. PRATT 


MR. WHEELER 


E. Todd Wheeler, F.A.1.A., calls for 
a break in tradition in the stand- 
ard heights of lavatory facilities 
in his article on p. 61. Mr. Wheeler 
feels that a height of 36 inches 
would mean more comfort for the 
patient and less effort for nurses. 

Mr. Wheeler now serves as 
senior associate and director of 
hospital planning for the archi- 
tectural firm of Perkins & Will, 
Chicago, and White Plains, N.Y. 
From 1936-44 Mr. Wheeler was a 
partner in the firm of Perkins 
Wheeler & Will. 

Mr. Wheeler returned _to the 
firm last year after more than 13 
years of consultant work and 
architectural assignments on 
programing and planning for hos- 
pitals, universities, schools, lab- 
oratories, clinics and medical cen- 
ters. During that time he served 
as consulting architect for the Uni- 
versity of Illinois, Chicago Col- 
leges; director of planning for the 
Chicago Medical Center Commis- 
sion: assistant to the state archi- 
tect, Springfield, Ill.; and assistant 
to the vice president, University 
of Illinois, Chicago branches. 

Mr. Wheeler is a fellow of the 
American Institute of Architects. 
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new, lifesaving 


brand of nitrofuranrtoin 


intravenous solution 
for severe infections 


A WIDE RANGE OF 
CLINICAL USEFULNESS... 


in systemic infections such as septicemia (bactere- 
mia), peritonitis, and other bacterial infections as of 
postoperative wounds and abscesses. /n severe geni- 
tourinary tract infections when the patient is unable 
to take FURADANTIN per os. 


.»» AND A WIDE RANGE OF 
BACTERICIDAL EFFECTIVENESS... 


wide-spectrum activity against most common patho- 
gens e clinically effective against many antibiotic- 
or sulfonamide-resistant genera such as Aerobacter, 
Staphylococcus, Proteus, and certain strains of 
Pseudomonas. 


».- WITH CERTAIN UNIQUE ADVANTAGES 


e negligible development of bacterial resistance 
e no reports of renal, hematopoietic or hepatic toxi- 
city eno monilial superinfection e safe for continu- 
ous use without danger of thrombophlebitis 

Full dosage instructions and discussion of indications 
and side effects are enclosed in each package. 
FURADANTIN Jntravenous Solution is available to all 
hospital pharmacies. 


NITROFURANS—a new class of antimicrobials— il le 
neither antibiotics nor sulfonamides - 


EATON LABORATORIES, NORWICH, NEW YORK 


= 
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WHAT CAN A 


Wives are Purchasing Agents, too. And good 
at the job. That’s why, rather than dealing 
with the butcher, the baker, the candle-stick 
maker...many of them prefer to shop “one- 
stop” at the Supermarket, where all their 
food needs are met...and the quality is 


consistent. 


Many Purchasing Agents are taking a tip 
from their wives. They no longer deal with 
many suppliers, one for patient gowns, 
another for operating room apparel, still 
others for kitchen, nursing, and other depart- 
ments. They have learned that Angelica’s 
complete, balanced line of.uniforms gives 
them, consistently, all the advantages they 
had hoped to get: 


Send Today 

For Your Copy 
Of The New 
Angelica Catalog 


Of Hospital Apparel 


1427 Olive St., St. Lovis 3, Mo. + 107 W. 48th, New York 36, N. Y. 
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PURCHASING AGENT 


| CONSISTENT HIGH QUALITY... High standards 


in choosing materials for dusability, color- 
fastness, and shrinkage-control. 


CONSISTENT ECONOMY... longer wear--savings 
in repairs -- fewer replacements -- add up to 
“more for your money.” 


CONSISTENT COMFORT... you can always be 
sure that all Angelica garments are full cut and 
always true sizes--no skimping on materials. 


CONSISTENT SERVICE... Fifty trained sales- 
men, strategically located warehouses 
and largest stocks of any hospital apparel 
manufacturer assure you of fast delivery. 


CONSISTENCY... Yes, that’s the answer so 
many Purchasing Agents have learned from 
their wives. They now look to Angelica to 
supply uniforms for all personnel in all 
departments. 


¢ 110 W. 11th, Los Angeles 15, Colif. * 177 N. Michigan, Chicago 1}, Ill. 
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INJECTION 


AUTOMATION can recover for your hospital 


up to 32 hours of nursing time 


per 1000 vnjections* 


Select medication 
Load 

Inject 

Discard needle unit 


=" 
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Modern Tubex Injection 


closed-system injection 


UBEX 


the modern injection technique 


Based on Hunter, J.A., et al.: Hosp. Management 
87:82 (March) 1956, 87:80 (April) 1956, 83:86 
(March) 1957. Reprints of these studies are avail- 
able from your Wyeth Territory Manager or write 
Wyeth, P.O. Box 8299, Philadelphia 1, Pa. 


TUBEX... your largest selection | Wyeth : 


of closed-system medications 


Phitadeiptia 1. Pa 
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Sharpen dull needles 

Sterilize syringe and needle 
Match and assemble sterile parts 
Select medication 
Prepare medication 
Fill syringe 

Inject 

Disassemble and rinse 
syringe and needle 


Conventional Injection 


saves labor, time, money 


@ 


eliminates hidden costs 

simplifies handling and control 

reduces chance of pilferage 

permits more efficient use of nurses’ time 
for other patient-care duties 


assures better medical care 


eliminates a primary source of serum hepatitis 
assures asepsis and precision dose 

minimizes pain — every injection with a new needle 
reduces risk of contact sensitization 

to personnel 

assures stability of active ingredients 

cartridges are glass, not plastic 
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: HARD bedside cabinets 
: No. 2625 New cabinets to match new 
| concepts in nursing. Drawers and } 4 
: doors are sound-deadened. Bodies are 
ventilated. Life-Long Metal construction in ; 
: matching or contrasting colors. 
; Cabinets for all... uses, 
locations and budgets. 


ask your hospital supply dealer for brochure or write 


| HARD Manufacturing Co.,117 Tonawanda St., Buffalo 7, N.Y. 
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digest of NEWS 


> REPORT FROM WASHINGTON—-The American Hospital Association, the 
American Medical Association, and the Department of Health, Educa- 
tion, and Welfare endorsed continuation of the Hill-Burton hospital 
construction program in testimony before a House committee. A number 
of amendments to the program are under consideration in Congress. 


Details p. 80. 

@ AHA, in a letter to Congress- 
man Brent Spence (D-Ky.), chair- 
man of the House Banking and 
Currency Committee which is con- 
sidering a Senate-passed proposal 
to make loan funds available for 
hospital renovation and moderni- 
zation purposes, urged passage of 
the bill. Details p. 83. 

@® More aid from the federal 
government is needed by hospi- 
tals in their efforts to cope with 
the problem of staphylococcal in- 
fections, two medical witnesses 
testified before a Senate subcom- 
mittee in behalf of the American 
Hospital Association. Details p. 83. 

@ Rep. Aime Forand (D-R.L.), 
in a letter to the American Medi- 
cal Association, has charged that 
AMA is not presenting an accurate 
picture of proposed legislative 
actions designed to provide for the 
health needs of the aged. Details 
p. 84. 

® Consolidation of the Office of 
Defense Mobilization and the Fed- 
eral Civil Defense Administration 
has been requested by President 
Eisenhower. Details p. 84. 

@ Col. Floyd L. Wergeland has 
been named to succeed Major Gen- 
eral Paul I. Robinson as head of 
the “medicare” 
program. Gen. 
Robinson is re- 
tiring as of Sept. 
1, after 30 years 
of active Army 
duty, to become 
coordinator’ of 
medical rela- 
tions for the 
Metropolitan 
Life Insurance 
Co. Col. Werge- 
land is chief of the personnel divi- 
sion in the Army surgeon general’s 
office.. This division is being merged 
with the education and training 
division, headed by Col. Byron L. 
Steger, who will be chief of the 
new administrative unit. 


GEN. ROBINSON 
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. GEORGIA BLUE CROSS INCREASES HOS- 
PITAL PAY; MICHIGAN PUTS ON CEILING 
—Rate increases averaging 18 per 
cent for group members and 12 per 
cent for nongroup members were 
approved for the Georgia Hospital 
Service Association (Blue Cross), 
Columbus. Under the state insur- 
ance commissioner’s ruling, pay- 
ments to hospitals will be raised 
from 93 per cent to 95 per cent of 
approved hospitals’ billings. (De- 
tails p. 85.) 

@In Michigan the Blue Cross 
Plan has put a ceiling on payments 
to its member hospitals. Because 
of rising hospitalization payments 
the Plan has decided to limit hos- 
pitals’ payments to a maximum of 
104 per cent of their 1957 cost per 
patient day. (Details p. 85.) 

@ Also in Michigan state Insur- 
ance Commissioner Joseph A. 
Navarre approved a prepaid medi- 
cal care contract which Michigan 
Medical Service (Blue Shield) 
stated will give “revolutionary 
new broad coverage.” 

The plan contains “new more 
realistic income ceiling contracts 
which assure full-payment cover- 
age for surgical, inhospital medi- 
cal care and for obstetrical de- 
liveries for the vast majority of 
Blue Shield subscribers whose an- 
nual wages do not exceed $7500.” 
Surgery and delivery are covered 
both in and out of the hospital. 

These benefits are also to be pro- 


vided. but on share-the-cost 


basis: 
* Diagnostic laboratory services 


in doctors’ offices or hospital out- 
patient departments. 

" Diagnostic x-rays for a hos- 
pital inpatient, on an outpatient 
basis, or in a doctor’s office. 

Radiology services. utilizing 
generally accepted therapy for 
treatment of malignancies. Avail- 
able in hospitals (on both an in 
and outpatient basis) and in doc- 
tors’ offices. 

‘ Payment to a doctor assisting 
the surgeon when the member is 
a hospital bed-patient. 

" Payment for medical consulta- 
tion service when a hospital bed- 
patient. 


> HEARINGS OPEN ON MARYLAND BLUE 
CROSS INCREASE REQUEST— Maryland 
State Insurance Commissioner 
Charles S. Jackson opened hear- 
ings in Baltimore on the Blue Cross 
Plan request for: 

@ Standard contract rate in- 
creases averaging 22 per cent. 

@A revised formula for pay- 
ments to hospitals which would 
bring an average increase of ap- 
proximately 3 per cent. 

® Additional benefits to be 
added to standard contracts. 

Highlighting the first day’s 
testimony was a dispute over the 
rules governing the conduct of 
the hearing. Hyman Pressman, 
nationally known attorney who 
acts as “public defender” in most 
of his cases, objected to the attor- 
ney general's ruling that there not 
be any cross-examination of wit- 
nesses without prior submission of 
specific questions to the insurance 
commissioner who would rule on 
the questions. Mr. Pressman, 
claiming to represent 1093 Plan 
subscribers, called a hearing con- 
ducted in such manner an “un- 


Worth Quoting 


*. . .« The more difficult and complicated problems of disease will 
gravitate to large institutions where no longer ‘visiting’ appointees 
but directors of hospital units in continuous service, unhampered by 
an ill-adapted hospital administration, can uninterruptedly devote 
themselves to their work without entering into competition for practice 
| beyond the walls of the institation . . 
| alignments in Greater Medicine, presented at the International Congress 
of Medicine, London, England, Aug. 2, 1913. 


. —Dr. Harvey Cushing, Re- 
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mitigated farce” and stalked out 
of the room. 

Assistant Attorney General E. C. 
Bamberger later revised his 
opinion concerning the cross- 
examination saying that it would 
be permitted “not as a right, but 
at the discretion of the commis- 
sioner.” 

Testimony and cross-examina- 
tion of Plan Executive Director 
Reginald H. Dabney, took most of 
the first day. 

On the second day of testimony, 
Dr. E. Diggs, secretary of the state 


medical society, endorsed the pro- indigent care program before the of Latter-day Saints Hospital, Salt 
posal that there be a Blue Cross annual Southeastern Hospital Con- Lake City, Utah, has been named , 
rate increase, but was unable to ference meeting, said that “it is recipient of the President’s Trophy 7 
judge the amount of adjustment neither communistic nor socialistic as the “Handicapped American of . 
necessary. to take care of your neighbor.” the Year.”’ Details p. 44. 

Seven radiologists also gave Details p. 86. 


testimony at the hearing. They 
want diagnostic x-rays and other 
diagnostic services written out of 
the Blue Cross contract and put 
into outpatient or doctor’s office 
contracts. 

A number of labor groups are 
planning to testify. 

Some months ago the State In- 
surance Department engaged the 


management consultant firm of 
Booz, Allen and Hamilton to study 
hospital costs and the Blue Cross 
petition. Their findings will be 
introduced later in the hearing; 
their report is 115 pages long. 
Some of their findings and recom- 
mendations appear to follow the 
adjudication in Pennsylvania. The 
study does, however, call the Plan’s 
proposal “not out of line.” 


. TWO REGIONAL HOSPITAL GROUPS 
MEET—Tennessee Governor Frank 
G. Clement, in discussing his state’s 


@ A discussion of various types 
of nursing education highlighted 
the 1lth annual convention of the 
Upper Midwest Hospital Confer- 
ence. Details p. 87. 


> AHA SHOULD LIST PARAHOSPITALS: 
RECOMMENDATION-—A listing program 
for parahospitals should be de- 
veloped by the American Hospital 


Association, it was recommended 
by three of four discussion groups 
at last month’s meeting of the 
Conference on the Care of Patients 
with Long-term Illness. Details p. 
89. 


> FOUR PROMINENT CHICAGOANS NAMED 
TO EDUCATIONAL TRUST GOVERNING 
BOARD—Details p. 92. 


> REHABILITATION DIRECTOR GIVEN 
‘HANDICAPPED AMERICAN’ AWARD 
Louise Lake, director and instruc- 
tor at the rehabilitation laboratory 


> NEW JERSEY COURT OVERTHROWS 
CHARITABLE IMMUNITY DOCTRINE—New 
Jersey’s Supreme Court, in the case 
of Collopy v. Newark Eye and Ear 
Infirmary, has ruled against the 
defendant (the infirmary) and 
thus abandoned the long-standing 
immunity held by the state’s chari- 
table institutions. Details in “Law 
in Brief” beginning on p. 77. 


(Adams—Ray—Persson) 


AUTO-HYPOTHERM 


Hypo- hyperthermic bed operation table 


For 
controlled 
Hypothermia 


The Auto-Hypotherm Operation bed will be ex- 
hibited at the American College of Surgeons 
Meeting in Stockholm 2-7 July 1958 in the Con- 


cert Hall First Floor. 


Heljestrand (150th Anniversary) exhibiting their 
full range of Surgical Instruments of finest quality 
Swedish Steel. 


HELJESTRAND 


1808—1958—150 years 


HAMNGATAN 7—9 STOCKHOLM 
SWEDEN 


Model Super Automatic H.M. supplied to the Sodersjukhus —— North Europe largest Hospital Complex 
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INTRODUCING ...A Brand-New Product Especially Formulated 
For Hospital and Laboratory Use 


Laboratory Glassware 
‘Surgical Instrument CLEANER 


Recommended for 
GLASSWARE + RUBBER & PLASTIC - STAINLESS METAL - ENAMELWARE 


Throughout The Hospital . . . sterile tech- 
nique begins with COLEO! Because it con- 
tains a fast-acting wetting and penetrating 
agent, COLEO dissolves quickly, cleans 
thoroughly, rinses freely. Its efficient blood- 
removal action makes it especially desirable 
for cleaning surgical instruments and other 
O. R. equipment. 


In The Laboratory . . . COLEO assures 
equipment and apparatus that are not only vis- 
ibly clean . . . but scrupulously clean! 
COLEO-washed glassware is clean enough 
for impurity-sensitive tests. Wil] not etch 
glass! Also provides fast, thorough cleaning 
for stainless metal, rubber and plastic appara- 
tus throughout the laboratory. 


Packed in 50 and 100-lb. Fibre Drums 
and 5-lb. Cans (6 per case). 


Write for prices to: 


JUNE |, 


— Associated Products Department 


Easy On The Hands! Economical! One 
tablespoon of COLEO per gallon of water 
makes an effective cleaning solution. 


COLEO 


SORATORY GLASSWARE 
“AL INSTReUMENT 


{2 


Colgate-Palmolive Company 


300 Park Avenue, New York 22, N. Y. 
Atlanta 5, Ga. « Chicago ll, Ill. - Kansas City 5, Kans. « Berkeley 10, Calif. 
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service from headguattens 


Operating without a deficit 


Is it possible to operate a hospital 
without a deficit? 

Should the governing board of a 
“community owned and operated hos- 
pital” be appointed by the county or 
city, or should it be a self-perpetuating 
board? 


Experience in many hospitals 
indicates that it is possible to 
operate a hospital without a deficit 
providing: 

a) the hospital staff is properly 
balanced to maintain a high oc- 
cupancy rate 

b) reimbursement is received 
at full cost from such third-party 
agencies as Blue Cross and the 
Welfare Department, and, 

c) the hospital is not expected 
to furnish services which. might 
more appropriately be provided in 
a nearby larger hospital. 

A community owned and oper- 
ated hospital can be set up either 
with a self-perpetuating board or 
with a board appointed by the 
county or city. The major point 
to consider is that whoever serves 
on the board should be of such 
ability and of such integrity that 
he can make policy decisions 
which are businesslike, and at the 
same time have the patient’s in- 
terest at heart. 

The pattern of the voluntary 
hospital with a self-perpetuating 
board is a more common pattern 
in the United States than is the 
hospital operated by a board ap- 
pointed by the county or city. 
There is a little more flexibility 
under the former set-up since the 
hospital will not be required to 
observe laws and_ ordinances 
which govern county or city pro- 
grams. The hospital under either 
set-up, of course, will be required 
to meet all license regulations and 
it will be to its advantage to secure 
full accreditation. 

A hospital deficit is due largely 
to the following factors: 

1. Unsound management whch 
permits expenses to mount up be- 
yond the point of efficient opera- 


The answers to these questions should not be con- 
strved as being legal advice. Hospitals with legal 
problems are advised to consult their own attorneys. 
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tion for the hospital's patient load. 

2. Inadequate reimbursement 
either from third-party agencies 
or from patients who pay their 
own bills. 

Both of these factors could be 
controlled under a corporate set- 
up which allowed the administra- 
tion of the hospital to use sound 
and prudent management tech- 
niques. Although I believe the 
corporate set-up is of great im- 
portance, I am sure that the 
quality of people who are respon- 
sible for management of the hos- 
pital is even more important. 

—HIRAM SIBLEY 


Coding and indexing 
pathological diagnosis 


We have inaugurated the system of 
coding and indexing our pathologi- 
cal diagnoses of tissue specimens and 
body fluid smears for Ca cells ac- 
cording to the Standard Nomencla- 
ture for Diseases. Our short experi- 
ence gives us the impression § that 
special problems are involved in 
coding microscopic and macroscopic 
diagnoses of tissues and body fluids 
that are not found in clinical diag- 
noses. 

Is there any special publication 
pertaining to the application of the 
Standard Nomenclature to pathology 
reports? We are also interested in 
knowing if this system has been com- 
monly adopted in hospital pathology 
departments and if it is the method of 
indexing and keeping records of 
tissue reports recommended by the 
Joint Commission on Accreditation of 


Hospitals. 


It is quite true that difficulty 
has been encountered in using the 
Standard Nomenclature for Dis- 
eases in coding and_ indexing 
pathological diagnoses. Some in- 
stitutions have’ attempted to cir- 
cumvent this by translating the 
pathological diagnosis into a clini- 
cal diagnosis. 

In my experience, a large num- 
ber of hospitals do not use the 
Standard Nomenclature in the in- 
dexing of pathological diagnosis. 
Also to my knowledge there is no 
special publication pertaining to 
the application of this system to 
pathology reports. 

The Joint Commission on Ac- 


creditation of Hospitals and other 
hospital organizations do not rec- 
ommend any particular type of 
system to be used in indexing in 
the pathology department. The 
Joint Commission asks that tissue 
reports be indexed by diagnosis in 
either a card index or ledger form 
and the simplest and most com- 
monly utilized manner of doing 
this is to have a single card for 
each pathological diagnosis and 
record on it the number of the 
chart each time that diagnosis oc- 
curs. 

The index in the pathology de- 
partment need not be extensive, 
nor need there be any coding nor 
cross-indexing unless so desired 
by the individual institution. 

—J. R. ANDERSON, M.D. 


Consultation rooms 


Do many hospitals provide’ con- 
sulting rooms for the medical staff 
within the hospital? May these be 
used by physicians other than those 


on the staff? 


The provision of consulting 
rooms for the medical staff within 
the hospital is becoming more 
prevalent. The advantages include 
having physicians immediately 
available in times of emergency 
and the convenience for the private 
patient who is referred to the hos- 
pital for ambulatory treatment or 
diagnostic work. 

Hospitals which. provide such 
consulting rooms are usually high- 
ly departmentalized and have a 
broad and well developed teach- 
ing program for residents, interns 
and other professions associated 
with medicine. Physicians who oc- 
cupy consulting rooms within the 
hospital are usually considered’ to 
have a greater responsibility in 
medical-administration, teaching 
and the treatment or supervision 
of the treatment of indigent pa- 
tients. 

Nonstaff physicians are not 
permitted to occupy rooms for 
consulting purposes inasmuch as 
it is considered to be poor practice 
to allow any physician to work in 
a hospital unless he has been for- 
mally accepted on the staff. 


—J. R. ANDERSON, M.D. 
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A REMINDER FROM MERCK SHARP & DOHME: 


ASIAN 
VACCINE 


Recent outbreaks of influenza indicate the possibility of a recurrence of 
Asian Influenza in the United States in late 1958 or early 1959. Ordering your 


requirements now will assure you of sufficuent vaccine when it rs needed. 


No 
Postage Postage Stamp 
Will be Paid 
by If Mailed in the 
Addressee United States 


BUSINESS REPLY CARD 
FIRST CLASS PERMIT No. 2868, Sec. 34.9, P.L.&R. PHILADELPHIA, PA. 


MERCK SHARP & DOHME 
Vaccine Department 

640 North Broad Street 
Philadelphia 1, Penna. 


| 
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Remember how difficult it was to obtain Asian Influenza 


vaccine during the past flu season? 


To make certain that you have an adequate supply when 


4 


the need again arises, you should order vaccine now. Order 


for immediate delivery or, if you prefer, at whatever 
future date you specify. | 


Vaccination against Asian Influenza is inexpensive — and is 
the only effective way of minimizing the risk of contracting 
this highly contagious disease which causes so much 


debilitation and absenteeism. 


By anticipating your needs and ordering now, you can be 


ra 


certain that you will have enough vaccine for your 
personnel and patients. 


Influenza Virus Vaccine Monovalent 


400 C.C.A. units Asian Strain per cc. 
Recommended adult dose: | cc. intramuscularly in early autumn. 


Influenza Virus Vaccine Polyvalent 


200 C.C.A. units Asian Strain 
100 C.C.A. units PR8 

100 C.C.A. units PR301 

100 C.C.A. units Great Lakes 


500 C.C.A. units Total 


Recommended adult dose: | cc. intramuscularly in August or 
September, followed by | cc. intramuscularly three months later. 


\ 


MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


MERCK SHARP & DOHME 
VACCINE DEPARTMENT 

640 NORTH BROAD STREET 
PHILADELPHIA 1, PENNA. 


Please ship the following to arrive on 
(specify delivery date) 


10 cc. vials Influenza Virus Vaccine Monovalent * 
> 
10 cc. vials Influenza Virus Vaccine Polyvalent y=) 
~ 
Ship to: Bill to: Cc 
= 
( Street address) (Street address) 
(City and State) (City and State) 


Purchase order number 


Put your work on wheels 


422 UTILITY CART 

Corrying capacity, 400 | 

Shelf Size... 17% 

20-gauge shelves; 16-gauge uprights 

Weight, 47 Ibs. $56.75 
Why carts? Utility carts provide the extra hands, 
the extra space you need for even greater flexibility. 
They speed service, add to your efficiency by freeing 
personnel for other duties. 

A cart offers many uses — in food service, in the 
distribution of supplies, as instrument stands, and 
portable storage and shelf space...to name just a 
few. Where there’s work to be done, there’s a place 
for Lakeside carts. 

And Lakeside carts pay their way, returning the 
nominal, original investment within a year — and 
continuing to yield a profitable return for years to 
come, even if used only minutes a day. 


save time - work - money 
speed service 


* 


| Shelf Size . . . 15) x 24” 


Capacity, 200 ibs. $32.95 
MODEL 322 


Shelf Size . . . 17% x 27” 
Capacity, 200 ibs. $39.95 


MODEL 411 
Shelf Size. . 
Capacity, 400 Ibs 1.00 
MODEL 444 


Shelf Size . . . 21 x 35” 
Capacity, 500 ibs. $98.25 


All prices f.0.b. Milwaukee, slightly higher in West. 


.. by Lakeside? 


Close examination reveals many reasons for the en- 
viable popularity of Lakeside stainless steel utility 
carts, tray trucks and dish trucks. Quality materials 
and construction characterize all Lakeside carts. 
Satiny stainless steel finish is easy to clean; stays 
bright, looks new for years. Casters of a special de- 
sign with exacting tolerances guarantee smooth, silent 
handling. Reinforced at all points of stress, Lakeside 
carts provide years of dependable service. There’s a 
Lakeside cart for every need — 311-322 Standard for 
average use, 411-422 Heavy Duty for constant service, 
444 Extra Capacity for hardest, heaviest use. 


Why stainless steel carts . 


Always Specify Lakeside for Cart-Mobility 


PARES IDE MFG. INC. 


1967 S$. ALLIS STREET MILWAUKEE 7, WISCONSIN 


America's leading manifacturer of Stainless Stee! Corts and Trucks © 


JUNE 1, 1958, VOL. 32 


LAKESIDE MFG. INC., 1967S. Allis St., Milwaukee 7, Wis. 


Certainly, I'm interested in Lakeside Utility Carts. 


[] Please rush additional information. 
_] Please have dealer call. 


NAME 
ADDRESS 
ud, 
SIGNED ...... 


STATE . 
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SURE SANITATION 


V DURABILITY... BLICKMAN builds these in 
with every autopsy table 


When equipment must provide fast and complete ...carefully planned, correctly pitched drainage. 
sanitation, convenient use, plus long-term depend- 


ability — examine the details of construction. Into These are some of the reasons why Blickman au- 


every autopsy table, Blickman builds these famous topsy tables save clean-up time and labor, while 
construction features: high-polish, heavy-gauge protecting personnel. In terms of service life, too, 
stainless steel...crevice-free surfaces... literally this top-quality construction makes Blickman- 
invisible welds... fully rounded corners and coves built autopsy tables a paying investment. 


This BRUNSWICK MODEL is the one in 
most general use throughout the 
country. Anti-contamination 
feature prevents back- 
syphonage. All fluids flow 
directly into a film of 
constantly running water, thence 
to waste outlet. Instrument tray 
slides along perforated 
removable top. Choice-section 
sink, with hot and cold water 
supply, at foot end. 


A 


HARTFORD MODEL—Trough slopes 
from both ends. Trough, foot-end 
sink, and drainboard form 
completely welded assembly. 
Removable cross-bars rest on 
ledges which are perforated so 
that entire trough may be 
flushed thoroughly. Removable 
stainless steel tray is mounted on 
adjustable standard. 


Send for bulletin No. 5 ATC 
which describes, with complete specifications, 


these and eight other models BLICK MAN 


of Blickman stainless steel 


autopsy tables. HOSPITAL EQUIPMENT 
SEE US AT: Catholic Hospital Association, Atlantic City, NJ. 
Booths #541, 543, June 23-26, 1958 . Look For This Symbol of Quality Bulut 


S. BLICKMAN, INC., 3806 Gregory Avenue, Weehawken, New Jersey 
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Wider recognition of the current prob- 
lem of hospital-acquired infections is 
focusing new attention on ways and 
means of reducing this hazard to good 
patient Hospital and - medical 
society meetings—and hospital, medical 
and surgical journals—are daily shed- 
ding new light on the varied aspects of 
the overall problem. 

In many hospitals, a special “com- 
mittee on cross infection” has been 
appointed to review practices and pro- 
cedures. In others, each department head 
is studying closely his or her own 


care. 


methods of operation. Few hospitals 
exist which are not giving some special 
thought to this highly current problem. 

Out of this critical evaluation has 
grown an awareness that environmental 
asepsis is a major weapon for cutting 
cross infection to a minimum. Applica- 
tion of continuous disinfection proce- 
dures from operating rooms through 
food service and laundry areas can be 
the means to changing the hospital's 
entire experience with hospital-acquired 
respiratory, intestinal, urinary or post- 
operative wound infections. 


Take floors, for instance 


Floors offer a great opportunity for 
furthering the spread of infection. Micro- 
organisms settling to the floor are re- 
dispersed on dust particles or tracked 
through the hospital on shoes. Walls and 
ceilings as well can be reservoirs of 
potential infection. Lehn & Fink dis- 
infectants not only kill all the most 
common pathogens on contact but are 
continuously active against new contami- 
nants touching the disinfected surface 
for as long as a week later. 


While the patient is there 


Concurrent disinfection is practical 
whether or not the patient is “isolated.” 
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(ADVERTISEMENT) 


about...closer control of cross infection 


in every part of the hospital 


Wiping of furniture and fixtures and 
damp mopping of floor, with a disinfect- 
ant, stop air- and floor-borne microbes 
at the source. 


In the operating room 


Lehn & Fink disinfectants have many 
applications here. Among them: mop- 
ping floors; cleaning grills, ducts, and 
coils of air conditioners; as standard 
equipment on the scrub-up cart; as a 
germicidal dip to remove gross contami- 
nation from gloves before their removal; 
to gather instruments into enroute to 
sterilizer. 

Other L & F disinfectant applications 
are many: for disinfection of instruments 
with lens systems, to wipe and store 
thermometers, to sanitize utensils, etc. In 
all instances, action is bactericidal, fun- 
gicidal and tuberculocidal. 


Which L & F disinfectant? 


Lysol®,.O-syl®and Amphy!*do the same 
disinfecting job. Any one of them kills 
bacteria, fungi, and TB bacilli efficiently, 
but each has individual characteristics. 


Lysol was far ahead of its time when 
introduced over sixty years ago. Recently 
the formula was improved; the odor was 
lightened and toxicity was reduced so 
that the “poison” label is no longer 
needed. Many hospitals prefer Lysol 
because of its long reputation for de- 
pendability. The characteristic odor is 
preferred by many for psychological 
reasons or as an indication that disin- 
fection with Lysol has just been done. 


O-syl is preferred by hospitals wanting 
all the germicidal efficiency of Lysol but 
without the odor. It is practically odor- 
less when diluted for use. Like Lysol, 
-syl is highly concentrated. Only a 1% 
solution of either (1 part to 100 of 
water) is needed for most applications. 


Amphyl is also odorless when diluted 
for use. Convenience and low cost due 
to its high concentration often make 
Amphyl the disinfectant of 
Amphyl is twice as powerful as Lysol 
or O-syl but does not cost twice as much. 
A 42% solution (1 part in 200 of water} 
is sufficient for general disinfection so 
that the cost per gallon of “use dilution” 
is less than with Lysol or O-syl. When 
expected contamination is great, as in 
TB_or isolation wards, Amphyl is often 
preferred. 


choice. 


Let's talk about it 


Solving the problem of environmental 
infection has been the business of Lehn 
& Fink since 1874. Solving such prob- 
lems arising in your own hospital usually 
takes more than talk—but perhaps you 
would like to discuss them with our tech- 
nical specialists. We can function as a 
part of your “committee on control of 
cross infection,” perhaps suggest proce- 
dures, and supply informational material 
for teaching purposes. At any rate, please 
ask us. Specially trained field service 
representatives as well as the technical 
staffs in our New York office and in our 
laboratories at Bloomfield, New Jersey, 
are available for consultation. 


Lehn & Fink disinfectants are available 


through your surgical supply dealer. 


I you want literature, samples, or assistance 


in setting up procedures, please write: 


Lehn & Fink @ Professional 


PRODUCTS CORPORATION O'VISION 


445 PARK AVENUE, NEW YORK 22.N ¥ 


SPECIALISTS iN F NVIRONMENTAL ASGEPS!S 
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your date 
with the future... 


AUGUST 18-21, 1958 
INTERNATIONAL AMPHITHEATRE 
CHICAGO, ILLINOIS 


60 years of dedication 
to the development 
of better hospital care 


for all the people 


Attend the 60th annual convention 


KEEP PACE WITH TRENDS 
IN THE HOSPITAL FIELD 
AT THE CONVENTION 
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General assemblies with nationally known speakers 
Instructional conferences 
Management symposiums 

Film sessions 

Concurrent sessions 

‘It Worked For Us’ 

Trustee Day 


HOSPITALS, J.A.H.A. 


A 
4 
4 
AN 
/ 
q 4 
M4 
/ | 
5 
| | | 


MAIL TO: AHA HOUSING BUREAU 
SUITE 900 
134 NORTH LA SALLE STREET 
CHICAGO 2, ILLINOIS 


MAKE YOUR HOTEL RESERVATION FOR THE 60TH ANNUAL 
CONVENTION OF THE AMERICAN HOSPITAL ASSOCIATION NOW 
WHILE YOUR CHOICE OF ACCOMMODATIONS IS AVAILABLE 


USE THIS HANDY BLANK * 


NOTE: YOU WILL RECEIVE CONFIRMATION 
DIRECTLY FROM HOTEL 


HOTEL RATES 


Current rates subject to change. 


PLEASE TYPE OR PRINT ALL INFORMATION 


ROOMS WITH PRIVATE BATH Please reserve the following (See left for hotel room rates) 


FIRST CHOICE HOTEL . 
SINGLE DOUBLE TWIN SUITE 
FROM TO} FROM TO | FROM TO | FROM TO SECOND CHOICE HOTEL . 
ALLERTON THIRD CHOICE HOTEL _ 
701 North Michigan 6.50 9.00) 11.00 13.00/ 11.00 13.00'17.50 19.00 
SINGLE ROOM [] RATE: from $_ to $ 
BISMARCK 
CONGRESS 
500 Seuth Michigan 7.00 15.50} 11.00 18.00| 12.00 19.50| 20.00 and up | TWIN ROOM [] RATE: from $_ $ 
CONRAD HILTON SUITE | RATE: f = 
720 South Michigon 7.00 17.00/ 12.00 21.00| 13.00 21.00) 23.00 and up a rom $ $ 
o.m. 
CROYDON 
616 Nerth Rush 8.00 9.50| 10.00 11.50; 12.50 /|20.00 26.50: “ARRIVING AT HOTEL: DATE. -HOUR 
p.m. 
EASTGATE LEAVING: DATE... 
162 East Ontaric 7.00 10.00; 10.00 14.00) 11.00 15.00) 22.00 and up |! 
| ' Rooms will be occupied by (List names of all occupants, 
6.00 10.00! 9.00 13.00) 11.00 15.00 aene hospital or company affiliation, city and state) 
| 
HARRISON | 
65 East Herrison 8.00 10.00| 11.00 12.00 13.00 15.00 none 
KNICKERBOCKER 
163 East Walton Pioce 8.80 13.00 10.00 18.00 10.00 18.00) 24.00 and up 
LA SALLE | 
LaSolle & Modisen 7.50 15.00| 10.00 17.50) 14.00 20.00 33.00 and up 
PALMER HOUSE 
Monroe & State 8.50 18.00) 15.50 22.00| 16.50 24.00) 35.00 and up 
ST. CLAIR 
162 East Ohio 6.50 13.00 none 10.00 18.00) 20.00 and up 
SHERATON-BLACKSTONE 
636 South Michigan (8.50 17.00, 13.50 21.00 13.50 21.00 25.00 and up ! 
SHORELAND | | | 
5454 Sevth Shore Drive 10.00 | 14.00 | 14.00 none 
ee | | | SEND CONFIRMATION TO. 


NAME 


HEADQUARTERS HOTELS 


HOSPITAL OR COMPANY 


American Hospital Association........ ....Palmer House 
American College of Hospital Administrators 


Americon Association of Hospital Consultants 


_.Palmer House STREET ADDRESS 


...Palmer House 
....laSalle Hotel 
.Congress Hotel 


city ZONE 


American Association for Hospital Planning. . 


American Association of Nurse Anesthetists. . 


of the American Hospital Association 


IN CONJUNCTION WITH THE 
6OTH ANNUAL CONVENTION, 
THE AMERICAN HOSPITAL 
ASSOCIATION WILL DEDICATE ITS 
NEW HEADQUARTERS BUILDING 


PLAN TO ATTEND THE MEETINGS OF THE 
REVIEW COMMITTEES OF THE HOUSE OF DELEGATES 
... SUNDAY, AUGUST 17 at +1 p.m. 
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Now, in a sweeping move to reduce hospital costs substantially and provide faster, more efficient service, 
the Surgical Products Division, American Cyanamid Company, inaugurates a revolufjonary DIRECT- 


PURCHASE PLAN! 


SALES OFFICE: DANBURY. CONN 


PRODUCERS OF DAVIS & GECK BRAND SUTURES AND 
viet? BEARD HYPODERMIC SYRINGES AND NEEDLES 
DISTRIBUTED CANADA BY 
CYARAHID OF CAMADA LIMITED. MONTREAL 0 
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Your hospital can now purchase the finest and ost ‘advanced 
products in their field—D&G Brand Sutures, VIM* Brand Syringes 
and Needles, and a wide variety of surgical specialties —direct from 
the manufacturer. 


The DIRECT-PURCHASE PLAN is a major step in our continuing 
program designed to bring you better products and more efficient 
service at the lowest possible cost. It offers your hospital important 
new benefits. 
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SURGICAL PRODUCTS DIVISION 
NEW YORK. N.Y. 


PLAN 


IMPRESSIVE SAVINGS —significant cost reductions are earned on direct quantity orders for all 
Surgical Products Division products. The average hospital will’ save thousands of dollars a year! ~ 


IMMEDIATE DELIVERY —no other manufacturer in our field can match the suppty and service 
network of the Surgical Products Division. Highly trained staffs in 15-—branch offices, coast-to-coast, 
speed your order from receipt to delivery... provide the fastest service you can get anywhere. 


pect “EFFICIENT, DEPENDABLE SERVIGE—Odur extensive field staff and branch office personnel are 
constantly at your disposal::-feady to work closely with Purchasing Departments and other key per- 
sonnel to provide quality products and better service at lower cost. 


_———_ Get full details on the new money-saving DIRECT-PURCHASE PLAN today! Contact your Surgical 
Products Division Representative or write for descriptive brochure C-1. 
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“The new post-op in 24 kept complaining 
of pain all night.... 


I hardly had time for anything else...” 


To assure relief from severe postoperative or ° 
traumatic pain—and minimize demands on personnel— 
Levo-Dromoran offers these advantages: 


1. The most potent narcotic presently + 
available, natural or synthetic; 


2. More prolonged analgesic effect 
(from 6 to as much as 8 hours); 


3. Less likely to cause constipation or nausea; 


And 4. It is effective orally as well as parenterally. 


LEVO-DROMORAN 


Tartrate 


Levo-Dromoran ® —brand of levorphan 


ROCHE LaBoraTorigs * Division of Hoffmann-La Roche Inc. * Nutley 10, N. J. 
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> THE AMERICAN MOSPITAL AS: 


editorial notes 


—reflected glory 


‘NOR THE FIRST time since this 
Journal began carrying photo- 
graphs on its cover (Jan. 1; 1956), 
the picture of the President of 
the United States appears on our 
cover. 

We are delighted to have the 
opportunity to use Mr. Eisen- 
hower’s picture but our primary 
interest is not in him but in the 
woman in the wheel chair. She is 
Mrs. Louise Lake of Salt Lake 
City, shown receiving an award 
from the President, an award that 
brings honor not only to her but 
to all hospitals. 

Mrs. Lake was chosen as the 
1957 winner of the President's 
Trophy as the ‘‘Handicapped 
American of the Year.’ She is the 
first woman ever to be chosen. She 
is the first person from the field 
of hospital rehabilitation ever to 
win it. 

There are two morals in her 
story, told with other pictures on 
pages 44-45. The first is that 
through sound rehabilitation a 
person who is apparently hope- 
lessly crippled can be restored to 
a life of real usefulness. An at- 
tack of poliomyelitis 13 years ago 
left her without the use of her 
arms and legs. The wiggling of a 
little finger was a struggle. 

With the help of that great 
crusader for ‘rehabilitation, Dr. 
Howard A. Rusk, she came back, 
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inch by inch. Now she devotes 
herself to helping others along that 
road to usefulness as the director 
and instructor of the Department 
for Teaching of Activities of Daily 
Living at the Latter Day Saints 
Hospital in Salt Lake City. 

That leads us to the second 
moral. She proves how employable 
the physically handicapped can 
be, in hospitals and elsewhere, 
but especially in hospitals. As we 
wrote in this Journal in April 1955, 
“Hospitals must preach proper 
placement of the physically handi- 
capped, and they must practice it.” 

Hospitals have a right to share 
in the glory which came to Mrs 
Lake. They will have an even 
greater right if they recognize the 
potentialities of rehabilitation and 
their obligation to be pacesetters 
in the employment of the physi- 
cally handicapped. 


—a rery special meeting 


YEAR'S annual meeting of 
the Association, drawing 
steadily closer, is a very special 
one. 

It is the 60th such meeting. It is 
the appropriate occasion for the 
dedication of the Association’s new 
home, culmination of years of 
hopes and planning. 

The meeting’s growth is sym- 
bolic of the growth of hospitals in 
our nations. The 60th meeting, 
scheduled for August 18-21 in Chi- 


cago, will have an attendance of 
some 11,000 persons in our field, 
a thousand times more than the 
few who gathered together at that 
first meeting in Cleveland 60 years 
ago and created the American 
Hospital Association. 

Today, there are few cities in- 
deed with the facilities—meeting 
rooms, exhibit space, hotel rooms 
—which the Association’s meeting 
requires. The Association is anx- 
ious to have its annual meeting in 
as many parts of the nation as 
possible. This is becoming more 
and more difficult. Originally, it 
was planned that the 1958 meeting 
would be held in St. Louis in Sep- 
tember but the number of hotel 
rooms originally promised for use 
by our membership subsequently 
could not be guaranteed. 

So, Chicago was once again 
chosen, providing an opportunity 
to dedicate the new building at 
the time of the meeting, although 
unfortunately meeting dates had 
to be accepted which are not the 
most desirable. 

The program has been designed 
once again to go beyond the im- 
mediate confines of the hospital 
world—although there will be 
many, many sessions devoted to 
specific hospital problems. Each 
general session will feature one 
speaker who will attempt to cover 
a broad field, to show the impact 
of various aspects of our life on 
hospitals and vice versa. 
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IATION 


me YOU ARE affiliated with 
a 60-bed hospital in a medium 
size town in the mid-west. There 
are definite plans for expanding 
the hospital to 110 beds in the 
near future. Prospects look good 


Since it is often easiest to learn by doing, the author assigns his readers an 
annual report to prepare on a $1500 budget. He discusses—using the hypo- 
thetical situation as a base—such problems as (1) deciding on the form of an 
annual report, (2) preparing layout and copy, (3) making color work, and 
(4) choosing type faces and printing methods. 


for raising the necessary funds in 
the community. 


Rudolph Elstad is assistant administra- 
tor, Northwestern Hospital, Minneapolis. 


LAYOUT 


A good layout should ex- 
hibit the following basic 
principles: 
Balance—weak and strong 
elements, (for example, 
powerful spot against a 
large area of color) should 
be delicately balanced. 
> Movement—plans and de- 
vices (such as arrows, in- 
triguing statements at lower 
right hand corner, etc.) keep the eye moving forward. 
} Contrast—differences of color, sizes, and shapes are 
necessary to avoid dullness. 

} Atmosphere—every good layout should have an 
atmosphere all its own. The choice of art style, 
typography, and general feeling should all create a 
mood for the message, much as a stage designer sets 
the mood for a play. 

> Unity—layout must hold together as one. There 
should be no indiscriminate mingling of type faces 
and art styles. Choose a pattern and stick with it 
all the way through. 


PRINTING METHODS 


The two most common forms of reproduction in 
the graphic arts are letterpress and lithography. 
Letterpress printing is done from raised surfaces 
pressed against paper with considerable pressure. 
Lithography is done from a flat surface chemically 
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The board is alert and intelli- 
gent. They see the desirability of 
issuing an annual 
means of telling the community 


what a fine job the hospital is 
doing and at the same time pre- 
paring the community for the big 
fund drive to come. 


report as a 


treated so that ink adheres only where it is wanted. 
Lithography is. best suited for long runs in several 
colors. 

In a small town it is quite possible that lithography 
may not be available. For this reason it seems a good 
idea for small-town hospital councils to consider 
purchasing inexpensive lithography units for use 
by the hospitals in each council. A small lithography 
unit and a variable-type typewriter form the bases 
for inexpensive reproduction of many hospital pub- 
lications: house organs, annual reports, employee 
booklets, Christmas cards, etc. The standards of 
reproduction are not up to professional standards, 
but with a little ingenuity in the planning stage the 
results can be surprisingly good. 


TYPOGRAPHY 
pes! There are two 
KAAS large divisions of 
type faces: 
\ Classical or serif 
ANS type faces—digni- 
— fied, beautiful, 
flowing. Examples 
are: 
Garamond Baskerville Bodoni 


>» Modern or sans serif faces—sharp, clean cut, modern. 
As the name indicates these type forms are without 
serifs, the fine cross lines at the end of a main line 
or stroke of a letter. Examples are: 


Kabel 
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Futura 


HOW TO MAKE A SMALLER 


HOSPITAL'S ANNUAL REPORT 


ELSTAD 


The board votes a thousand dol- 
lars for an annual report. You are 
put in charge of the project. Where 
do you go from here? 


FORMS OF ANNUAL REPORTS 


The ‘first decision must be: 
What form should the annual re- 
port take? Should it be a simple, 
inexpensive sheet or an elaborate 


brochure’? Or should it take other 
forms such as an advertisement in 
the local paper or a program on 
local radio or television stations” 
Here are some advantages and dis- 
advantages of these various forms: 
> Program on local radio or television 
station. 

Probably should consider tele- 
vision only. Evening radio listen- 


ing has dropped in recent years. 
ADVANTAGES 


1. -_Novel. 

2. Cost—time might be donated 
by the station as a public service. 
3. Community participation — 
prominent people in town would 
probably be glad to appear on 
such a program. 


Typographers generally agree that classical faces 
are better for body matter because of their greater 
legibility. 

There is another division of type which has pos- 
sible uses for hospital literature, This is the so-called 
“text” group, derived from ancient monkish scripts. 
These faces are dignified, with ecclesiastical overtones 
because of their derivations. Examples are: 


Wedding Text Lydian 


Another group of type faces are the “calligraphic 
scripts.’’ Examples are: 


Kaujman 


For hospitals fortunate enough to have access to 
a small lithography unit, calligraphic scripts are 
available. from various photo lettering services in 
Chicago and New York. These services provide ex- 
cellent headline type as do acetate sheets with type 
faces imprinted. With such headline sources, a vari- 
able-type typewriter for body matter, and a lithog- 
raphy unit—you’re in business. 


COLOR 


To have color work for you it is necessary to 
understand some of the fundamental principles of 
color psychology. The three primary colors are yel- 
low, red and blue. All other colors are derived from 
these primary colors with additions of white and 
black. 
> Primary colors 

1. Yellow—bright, happy, gay color. 
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2. Red—color of excitement, danger, action. 
3. Blue—color of peace and quiet. 
Secondary colors 
1. Orange—combines brightness of yellow and 
action of red. 
2. Green—combines gaiety of yellow with peace 
and quiet of blue; 
a soothing, rest- 


ful color. 


odd color, com- 
4 bining as it does 
the excitement 
of red and the 
peace of blue. To 


many people 
violet denotes 
tension. 


To get action, then, it is advisable to use a warm 
color. For example: rust is red-orange with white 
and black added. It is a good color to use in a fund- 
raising brochure or any booklet where action is de- 
sired. 

Harshness of primary and secondary colors can be 
avoided by graying them with a little of the comple- 
mentary color. Colors can be lightened by adding 
white and darkened by adding black. 

To help create an atmosphere of dignity and rest- 
fulness, it is advisable to use cool colors, gray-blue 
or gray-green for example. Publications such as 
patient booklets or anniversary brochures should be 
printed in quiet restful colors to help induce a calm, 
receptive atmosphere. 
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looks amateurish—may have poor 


| readership as a result. 
; ; Annual reports may not be as widely used as is generally believed. ; this form. The bulk of the material 
can be mimeographed. Pictures, 


A recent survey of New Jersey hospitals, for example, showed that 


ADVANTAGES 


Z charts, etc. can be added by means 
nearly half of the answering hospitals published no annual report. of inexpendive lithography to 
: The patoreney survey, conducted Ai Somerset Hospital, Somerville, 3 brighten the whole tone. Have an 
= re N. J., disclosed that of 70 replying hospitals, 30 issued no reports fy effective cover made then the 
 ——26 of these being nonprofit voluntary hospitals. whole booklet should be plastic 
Z “4 
4 & Of the 40 hospitals preparing annual reports, 27 were printed _ bound. 

-feports, 8 were mimeographed without illustrations, and 5 were mim- Printed brochure. 

_ eographed with colorful printed covers. All printed reports used photo- __ 


& graphs of hospital activities for illustration. 

2 Cost of the printed annual reports ranged from 35 cents to 43 : 

cents a copy depending on quantity and detail. Mimeographed re- . Good chance of wide readership. 

: ports were, of course, considerably less expensive 3. May be kept for months and . 
looked at from time to time. 

The majority of reports were printed in bulk of 1000 to 2500 and 


‘ 4. May be permanently filed. 
approximately 8 double letter-size pages or 16 double half-size than other forms. 


1. Can be made very attractive. 


_ sheets.—SYLVIA PAPIER, director of public relations, Somerset Hospi- __ 
Somerville, N. J. _ DISADVANTAGES 


2. Requires a lot of careful plan- 
ning and preparation to do a good 


DISADVANTAGES one at a reasonable price. job. 


1. Transient—seen and soon for- 
gotten. 

2. Demands a lot of work to put 
together. 

3. May not be seen by the “man 
on the street” as he generally 
shies away from educational pro- 
grams. 

> Advertisement in local paper. 


ADVANTAGES 
1. Relatively inexpensive (except 
in large cities). 
2. Available to practically every- 


ent patients. 
use throughout the year. 
some items. 


high schools and colleges. 


Somerville, 


——distributing the annual report Be 


In distributing an annual report the goals should be to have as 
many people as possible see the report and to keep it in the public | 
eye all year round. A distribution plan such as the following can help: 
1. Mailing to all members of the board and medical staff, and to a 

list of donors and prospective donors—including past and pres- 


2. Placement in literature receptacles in hospital visitors’ lounges for 
3. Distribution to area press with suggestions for news stories on 
4. Mailing to educational institutions such as public library, local 


5. Placement in waiting rooms of physicians and dentists on staff. 
—SYLVIA PAPIER, director of public relations, Somerset Hospital, 


3. Comparatively easy to put to- 
gether. 


DISADVANTAGE 


1. Transient—seen once and soon 
forgotten. 
>» Mimeographed booklet. 


ADVANTAGES 


1. Available to everyone. 
2. Inexpensive. 
3. Easy to produce. 


DISADVANTAGE 


1. Unimpressive in appearance— 


= 


The form which an annual re- 
port takes, of course, is based on 
individual considerations at each 
hospital. In the example cited 
above—with a $1500 annual re- 
port budget—it would seem wise 
to put it in the form of a booklet. 


PRINTER CALLED IN 


What's the next step? Probably 
to call the printer. He will want to 
know first how much is to be 
spent on the project. Then he’ll 
ask about the grade of paper de- 
sired, the size of booklet and how 
many copies must be printed. 

In our hypothetical case the 
$1500 budget helps resolve some 
of these questions. After the con- 
ference with the printer it is de- 
cided to produce a 24-page, 9 by 
6 inch booklet, printed the long 
way in two colors on medium 
grade paper—3000 copies to be 
run off. 

What about art work? -A $1500 
budget for an annual _ report 
doesn’t allow much for art work, 
but perhaps some can be arranged. 
If art work is used be sure it is 
a professional job. Amateurish art 
work gives an amateurish tone to 
the whole report. There may be 
correlation in the minds of the 
readers that perhaps the institu- 
tion is as amateurish as the litera- 
ture it produces. It is much better 
to use none than to use poor art 
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work. Stock iUlustrations are avail- 
able at reasonable cost and may 
be a possibility. 


LAYOUT OR COPY COMES NEXT 


Then what? At this point there 
are two ways to proceed: (1) A 
rough draft of the brochure can 
be made indicating where graphs, 
pictures, headlines, and copy 
should go. This layout is then 
changed and refined until there 
is general agreement. Copy is 
written to fit the layout; or (2) 
Copy can be written first, refined 
until everyone is satisfied with it, 
then the layout can be made. 

Either plan works. In my opin- 
ion the first plan is easier to follow 
through. In the second plan—un- 
less one is familiar with writing 
copy—the tendency is to write too 
much or too little. When too much 
is written it is difficult to trim 
down to fit the required number 
of pages. 

In either case, a layout should 
be made. A layout is simply a 
blueprint of the job. It is essen- 
tial to-a good job. In a small town 
it is not easy to get a good layout. 
The person in charge of the re- 
port may have to do it himself. 
Sound planning in the beginning 
will save many headaches later. 
The sections on layout, printing 
methods, typography, and color 
(pages 30 and 31) will help dur- 
ing this step. 

Assuming a rough layout has 
been made, the next step is pre- 
paring the copy. In our example 
a plan is pretty well set by cir- 
cumstances. Part of the booklet 
will be devoted to a brief record 
of the hospital year, including a 
financial report. It is best to avoid 
reams of statistics. Hit the high 
spots and use the language of the 
average man, not an auditor's 
vocabulary. Headings such as 
“Where our dollars came from” 
and “‘Where our dollars went,” 
pictograms, and interesting charts 
help make statistics come to life. 
A touch of whimsy can brighten 
the pages, but it shouldn’t be 
overdone. 


MAN ON THE STREET 


The trend in annual reports has 
been away from stiff, pedantic re- 
ports of a few years ago toward 
a more “human” approach. When 
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—oral annual reports help build staff morale 


An annual “state of the hospital’ report—presented by the ad- 
ministrator to the staff—can do a lot of good. Such a report at the 
beginning of each year can provide the staff with a preview of the 
printed annual report that goes out to the community. 

These oral reports are not difficult to prepare. Here are some 
guidelines developed after five years of experience in delivering an- 
nual reports to the staff. 


WHEN AND HOW DELIVERED 
®@ The ideal time for presentation is the first week of the new year. 


Hospitals should try to start off the year on the highest plane possible 
with a review of the past and a look at the future. 
@ The report should be concise. It should take no longer than 25 
minutes. Only highlights should be reported. 
® Annual reports dominated by statistical tables, charts, graphs, etc., 
bore most people. The use of statistics, therefore, should be limited. 
@ The report should be delivered by the administrator to all key 
staff, which should include department heads, supervisory and head 
nurses, consultant and attending physicians. Representatives of the 
local press may also be invited. 
® Copies of the report should be distributed to individuals who are 
invited to attend. 
PREPARING THE REPORT 

In preparing the report at the VA Center in Kecoughtan, Va., for 
example: 
® Department heads submit narrative reports—with limited statistical 
data—on (a) significant events which have occurred during the calen- 
dar year, and (b) objectives for the coming year. These departmental 
reports are submitted to the administrator a month before the annual 
report is given. 
® The administrator selects the most significant items from these re- 
ports. (it is not necessary—or possible in a short report—to discuss 
every organizational element each year. The staff will come to look 
forward to learning which of the departments has been specially 
recognized by the administrator. This usually acts as a spur to other 
departments. Credit should be given to all services not specifically 
mentioned.) 
® Both good and bad incidents are recorded. If a robbery occurred, 
for example, it would be reported and not ignored. If the staff acted 
with a great deal of stability during a disaster, this would be men- 
tioned. Significant physical improvements are also reviewed with the 
group. 
ADVANTAGES OF ORAL REPORTS 

Experience has shown that this type of reporting results in ad- 
vantages such as: 
> Strengthened respect among organizational elements. 
> Development of a sense of pride among staff members. 
> Stimulation of certain departments to keep pace with the accom- 
plishments of others 
> Improved communications. 
> Staff realization of its accomplishments and objectives. 
» Acquisition by the administrator of knowledge and capacity of the 
staff. 
> Opportunity to give recognition where it is due.-—RUBEN COHEN, 
manager, Veterans Administration Center, Kecoughtan, Va. S 
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| SAMPLE BUDGET 


grade paper) 


Layout 
Typography 
Finished art 
Printing 
Paper 


Presswork 


— 


Binding 


Plates 


Total cost 


paper, and quality of art work. 


reporting on stewardship for the 
year, for example, try to put your- 
self in the shoes of the man on the 
street. Sometimes we in the hos- 
pital business get a point of view 
and a language all our own. It 
may not be interesting or even 


(24-page booklet, 9 by 6 inches, 2 colors, 3000 copies, medium- 


$300 

250 

300 

650 
$150 
175 
80 
245 

$1500 


These figures will vary considerably depending on such factors 


as section of the country, letterpress or lithography, quality of 


comprehensible to the average 
man. Remember, he is the person 
we want to influence. 

In our hypothetical case, the 
annual report is also to help pre- 
pare the community for a fund- 
raising drive. This part of the 


ANNUAL REPORT SUCCESS STORY IN SUMMARY 


>» An annual report should have three objectives: (1) to give 
an account of stewardship for the year; (2) to educate; and (3) to 


publicize the hospital. 


>» An annual report may take several forms: (1) an advertise- 
ment; (2) a television program; or (3) a publication. If published it 
may be a simple inexpensive mimeographed booklet or an elaborate, 
expensive brochure. For most hospitals, the printed booklet is prob- 
ably the most effective form of annual report. 

> If an annual report is published there are two ways to 
proceed: (1) begin with a rough layout and gradually refine this 
layout until there is general agreement, then write the copy fo fit 
the layout; or (2) write the copy first, refine until it is acceptable, 
then make a layout. Either plan works. In any case a layout should 


be made. It is essential to good job. 


> When writing an annual report, try to put yourself in 
the position of the average man. He is the one you need to 
influence. Avoid hospital talk. Keep your story simple and straight- 


forward. 


» Avoid amateurish art work. Use good art work or none at all. 


annual report requires skillful 
writing and subtle selling of the 
hospital to the community. The 
following five suggestions may 
help: 

1, Keep the story simple, 
straight-forward and sincere. 

2. Use the approach that is best 
suited to your audience. You are 
the best judge of what will appeal! 
to the people in the community. 
In larger cities it might be a good 
idea to use a sparkling, modern 
design. In small communities it 
might be advisable to have a more 
conservative pattern. In any case, 
the design should not overpower 
the message. 

3. Use pictures that have a lot 
of human interest. Few people can 
resist a picture of a nurse bending 
over a sick child. | 

4. Emphasize with pictures the 
fact that the hospital is keeping 
up with all the latest develop- 
ments. If people are going to give 
to a hospital, they want to be 
sure it is equipped with the best 
in equipment and services—and 
that more funds will help keep 
it that way. 

5. A number of annual reports 
in recent years have had much to 
say regarding high costs of hos- 
pital care. An annual report is 
certainly a good place to do this. 
It is best to avoid being on the 
defensive, however, about high 
costs of hospitalization. People 
want the best that hospitals have 
to offer and they are willing to 
pay for it. There have been tre- 
mendous strides in medical science 
in the last decade or so. Most ad- 
vances mean additional equipment 
and personnel. When people are 
made aware of these facts, they 
are generally willing to pay for 
higher costs. 

Now that the story has been 
written, the copy must be checked 
to see that it fits reasonably well 
into given areas in the layout. This 
can be accurately done with a 
character count. It can also be 
estimated with a fair degree of 
accuracy by securing samples of 
the selected type. By counting 
words in a given measure of this 
sample and comparing the count 
you get with the amount of space 
in the layout, it is possible to 
estimate space requirements of 
the copy. . 
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THIS GREENWICH, Conn., citizen and her doctor agree there's no place like home—even when you're sick. The 
community's home care program provides services such as nursing care, social casework, and physical therapy 
to patients who can be cared for at home. The two-year-old program is administered by Greenwich Hospital. 


“Home grown” home care describes 
the cooperative community system for 
home care operating in Greenwich, 
Conn. The author discusses the origin 

. and operational aspects of the program, 
which is administered by Greenwich 


Hospital. 


DEQUATE CARE at one-fourth the 
A happier patients in 
familiar surroundings, 
crowded hospitals—these are some 
results of the Greenwich, Conn., 
community home care program. 

In operation since February 
1956, the program is the basis of 
a three-year pilot study of home 
long-term patients in 
residential com- 


cost,! 
less 


care for 
Greenwich, a 


Henry E. Markley, M.D., is coordinator 
and Jacob Brauntuch, M.S.S.W., is social 
worker, Home Care Department, Green- 

wich (Conn.) Hospital Association. 
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HOW HOME CARE WORKS 
in a city of 48,000 


by HENRY E. MARKLEY, M.D., and JACOB BRAUNTUCH 


= 


THE SOCIAL worker associated with Greenwich's home care program helps families 
of home care patients with interpersonal, financial, and other pertinent problems. 
35 
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HOW HOME CARE WORKS IN A CITY OF 48,000 
A 20-Month Report on the 
Greenwich, Conn., Home Care Program 


AS PART OF THE Greenwich, Conn., pilot study of home care, 
statistics on cost, services, staffing, etc., were compiled for 
a 20-month period (Feb. 1, 1956 to Sept. 30, 1957). The follow- 
ing sections summarize these findings. 

Referrals—-All referrals came from practicing physicians. Al- 
though some referrals were initiated by persons other than 
physicians — nurses, family members, patients—the actual 
written referral in all cases came from practicing physicians 
or house staff at Greenwich Hospital. During the period covered 
in this study, 67 referrals were made to home care. Of these 
patients, 27 were at home at the time of referral and 40 were 
in Greenwich Hospital. With nine exceptions, all those referred 
had been hospitalized at some time within the year prior to 
referral to home care. 

Age and sex—-Patients ranged in age from 36 to 93 years, with 
48 patients in the more-than-60 group. There were 47 women 
and 20 men. This age distribution reflects the great need for 
service and care in the older age group. Some younger patients, 
however, would also benefit from home care and since Sept. 30, 
1957, a five-year-old child has been accepted for home care. 

Physician participation—-29 practicing physicians in Greenwich 
have made referrals. This represents almost one-half of the 
total private practicing physicians in the community. Fifteen 
physicians referred one patient each; 14 referred from 2 to 10 
patients each. 

Diagnoses of referrails—The degenerative illnesses appeared 
most frequently in the referrals. (While many patients had 
multiple diagnoses, the primary diagnosis is referred to in the 
following data.) The largest number of patients, 32, fell into 
the category of cardiovascular illness. Patients with cancer, 
arthritis and orthopedic diseases were next in proportionate 
numbers, totaling approximately 7 in each category. The 
remaining 14 patients were stricken with either mental illness, 
Parkinsonism, pulmonary disease, brain injury, blindness or 
postoperative intestinal obstruction. 

Family composition and socioeconomic status——Families served 
represented many socioeconomic classes in the community, in- 
cluding executives, tradesmen, laborers, domestics, and house- 
wives. Patients and/or their families ranged from welfare status 
to annual incomes in excess of $30,000. The largest proportion 
were earning from $4000 to $8000 a year. With few exceptions, 
patients could not return to wage-earning status. In some in- 
stances, standards of living were drastically lowered. In others, 
lifetime savings had been spent, resulting in medical indigency. 

At the time of referral, 31 patients were married, 26 were 
widows or widowers and 10 were single. Eight patients were 
living alone, while all others had immediate family members 
sharing the household. Homes varied from well-kept single 
dwelling units to rented apartments of substandard conditions. 
All but 9 patients were receiving some assistance beyond per- 
sonal income, from family or some other source. 

Services to home care patients—In a 20-month period the fol- 


(Continued on page 37) 
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munity of 48,000. The home care 
program was originated at the 
suggestion? of Dr. E. M. Bluestone, 
who had examined problems of 
prolonged illness in the Greenwich 
area. A $75,000 grant supported 
the experiment. 

To start the program, a council 
on home care—consisting of rep- 
resentatives from social and health 
agencies of the community—was 
established. The council set up the 
following policies under which the 
home care program operates: 

1. Greenwich Hospital administers 
the program. 

2. All Greenwich residents are 
eligible for home care regardless 
of economic status. 

3. Physicians are the only source 
of referral to home care and they 
continue the management of their 
own patients. 

4. Physicians set their own fees 
for the services they perform. 
5. Patients participate on a “fee 
for service” basis, according to 
their ability to pay. 

6. A practicing physician from 
the community serves as coordina- 
tor of the study. 


STAFF OF SIX 


The following home care team 
carries out the objectives of the 
program: 

Coordinator—a physician who is 
in charge of the program. He is 
responsible for the integration of 
services and facilities requested 
by each patient’s personal phy- 
sician. The coordinator presides 
at staff meetings and makes the 
final decisions regarding accept- 
ance of patients for home care. In 
relation to Greenwich Hospital 
administration, he functions as a 
department head. 

Nurse—a nurse from the Green- 
wich public health nursing service 
who is responsible for nursing 
care. She also participates in the 
initial evaluation of a patient to 
determine whether family and 
home situation are adequate to 
provide the setting for the pa- 
tient’s nursing needs. 

Social worker—-a graduate case- 
worker who assists in the com- 
prehensive evaluation of the pa- 
tient and his family and offers a 
continuity of professional case- 
work. This includes help with 
interpersonal problems, finances, 
and assistance to the family in 
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making use of appropriate re- 
sources. He shares with other staff 
members social and psychological 
factors which may aid them to- 
ward a better understanding of 
the patient. He is responsible to 
the home care coordinator. 


Physical therapist——a registered 
physical therapist who provides 
her services to home care patients 
on the orders of the attending 
physician. 

Occupational therapist—a regis- 
tered occupational therapist who, 
at the request of the attending 
physician, tries to establish pat- 
terns of greater self-care and ac- 
tivities which help the patient feel 
more useful and needed. 

Secretory—a secretary who main- 
tains records, statistical data, and 
performs other details necessary 
within the home care department. 
She is available to transmit in- 
formation between patient, physi- 
cian and staff members. 

The home care team meets each 
week. Patients are reviewed com- 
prehensively from the standpoint 
of interrelated medical, nursing, 
social and emotional factors. These 
meetings are often attended by 
physicians and personnel from 


welfare agencies, and other home 


care programs in the area. 

A complete hospital chart is 
kept for each patient. For patients 
previously hospitalized this chart 
serves as a continuation of the 
hospital record. 

The home care program uses 
such services and facilities of 
Greenwich Hospital as carpentry, 
central supply room, emergency 
room, equipment,* laboratory, 
laundry, pharmacy. and x-ray. 
(See chart, right.) 


HOW HOME CARE WORKS 


A physician requesting home 
care for his patient forwards a 
referral to the home care depart- 
ment. The nurse and social worker 
make their respective evaluations 
of the patient and his home situa- 
tion. 

At the ensuing home care staff 
meeting, the referring physician 
meets with the staff to discuss 
if and how home care can benefit 
the patient. The program coordi- 

*Hospital beds, mattresses, siderails, tra- 
pezes, Balkan frames, wheelchairs, com- 
modes, suction machines, catheters, draw 
sheets, sand bags, walkers. crutches, walk- 


ing mat, syringes and needles, rubber rings, 
bedpans, thermometers, etc. 
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lowing services were performed under the home care program. 


Number of Total units 
of service 
Type of service receiving service rendered 
Physicians’ visits 52 514 
Chiropodists’ visits 1 17 
Dentists’ visits 1 
Medical and psychiatric 


consultations 9 
Nurses’ visits 60 
Social worker's visits (patients 

and collateral) 67 
Physical therapist's visits 29 
Occupational therapist's visits 25 370 
Speech and hearing therapist's visits 4 
Red Cross gray ladies’ visits 7 

9 
4) 
5 
2 
4 


Laboratory 40 
Pharmacy 555 
X-ray 8 
Orthopedic appliances 5 
Electrocardiogroms 6 
Hospital equipment 37 158 
Hospital central supply room 10 92 
Transportation 44 93 
Housekeeping 6 903 


Acceptances and duration of stay—-Of the 67 patients referred, 
52 were accepted for home care. These patients received a total 
of 6521 days of care under the program. This represented a 
range of from 14 to 455 consecutive days and average stay of 
approximately 120 days. The maximum number of patients 
cared for at one time was 22. 

Fifteen patients were not accepted for home care for the 
following reasons: situation at time of referral was adequate 
without home care (5 patients); patient preferred another plan 
such as placement (5 patients); patient died before evaluation 
was completed (4 patients); home situation emotionally unsuit- 
able (1 patient—this family was helped to find another solu- 
tion). 

Disposition—-Of the 52 patients accepted, 22 are still on home 
care at the time of this writing. Thirty have been discharged 
from the program. Of these, 18 were sufficiently rehabilitated 
to receive services from other community facilities on an out- 
patient basis. Eight patients died at home or in the hospital. 
Four have had readmissions to the hospital and subsequently 
returned to their homes on home care. 

Costs and income—The home care program has been fortunate 
in developing agreements with state and local welfare agencies 
and the Associated Hospital Service of New York. These agen- 
cies are contributing in behalf of their recipients one-forth of 
the current inpatient hospital charge as an all-inclusive daily 
rate. 

Direct cost per patient day during the study period was 
approximately $5.66. (Costs per day are based on actual cash 
outlay by the home care department. They do not reflect the 
real cost of nursing care by the public health nursing depart- 
ment. Nursing service charges to the home care program are in 
proportion to patient’s ability to pay; the remainder of the cost 
is absorbed by the Greenwich public health nursing service. 
Overhead expenses of Greenwich Hospital are not included in 
the costs.) Amount per patient day subsidized by grant — 
approximately $3.30. 
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A LOOK AT 
HOME CARE BENEFITS 


Home care often shortens the 
patient's stay in the hospital, eliminates 
the necessity for frequent 
readmissions, and prevents the 
hospitalization of some patients 

and the custodial institutional 

care of others. 

Home care programs have other 
advantages. Too often removal 

to a hospital destroys the last 

traces of a patient's independence, 
and this is followed by rapid 
deterioration in his physical and 
mental condition. Many patients who 
do poorly in the hospital make 
notable gains on home care. In the 
home it may be easier to forget 
one’s illness; subconsciously, at 

least, death seems farther away 
when one is at home. Then, there 

is a marked reduction 

in the financial burden. The fact 

that members of the home care team 
come unsummoned in bad weather 
as well as good makes home care seem 
less a matter of course than hospital 
care and so the patient 

feels that his welfare 

is a matter of real concern. The 
shorter the preliminary period of 
hospitalization the easier the 
patient’s readjustment 

to the home environment and the 
easier it is for his family 

to accept him. An 

adequate home care program 

can be established in almos! 

any community, and for selected 
patients it is the best 

method of management—from an 
editorial in the Journal of the 
American Medical Association, 
April 12, 1958. 
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nator then makes the decision as 
to disposition. 

On acceptance the attending 
physician indicates the exact na- 
ture of services and facilities he 
desires and writes appropriate 
orders. At subsequent staff meet- 
ings, progress and future needs of 
patients in the program are dis- 
cussed. 

During the first 20-month study 
period, 67 patients were referred 
to the home care program. (See 
pages 36-37 for detailed informa- 
tion on this study period.) Of 
these referrals, 52 patients were 
accepted for home care. The ma- 
jority of patients were in the older 
age groups. Most patients needed 
primarily custodial care. 

Referrals have not occurred 
rapidly but have come in at a 
slowly increasing rate with a 
subsequent, gradual increase in 
patient load. Most patients are in 
Greenwich Hospital at the time 
of referral although this is not a 
condition for acceptance. 

Primary illnesses of home care 
patients vary widely. Most have 
cardiovascular and other de- 
generative diseases. 


EMOTIONAL as well as physical needs 
are met by Greenwich's home care 
program, as the occupational therapist 
tries to establish patterns of self care 
and activities which help the patient 
feel more independent and necessary. 


AS PART of the home care team, oa 
registered physical therapist provides 
her services to a home care patient on 
the orders of the attending physician. 


1. A Study o 


For the 20-month period cov- 
ered in this study, a total of 6521 
days of service were rendered— 
with an average daily census of 14. 


COMMUNITY CONTRIBUTES TO COST 


Over-all cost of home care has 
been materially less than for in- 
patient hospital care. The average 
direct cost per patient day was 
approximately $5.66 during the 
study period. Patient receiving 
home care contributed approxi- 
mately 25 per cent of the total 
cost. Income from state and town 
welfare agencies formed approxi- 
mately 17 per cent of the total 
cost. The Greenwich Health As- 
sociation contributed the cost of 
medications in behalf of three pa- 
tients with cancer. The grant un- 
der which the home care pilot 
study is operating underwrote the 
balance of costs. 

We who are associated with 
the program feel that home care 
has rendered a valuable service 
to its patients. The reception by 
patients and physicians has been 
excellent. We believe that the 
major objectives of making the 
patient happy, comfortable, use- 
ful and needed as a member of his 
family have been economically 
fulfilled without the use of scarce 
hospital beds. 

We look for a greater patient 
load in the future with more 
varied age range and more diver- 
sified categories of illness. We 
hope that this will include patients 
needing active medical care and 
rehabilitation, rather than pri- 
marily custodial care. 

The program has shown the 
feasibility of home care service to 
patients under care of private 
physicians exclusively. This type 
of management is somewhat un- 
usual in home care programs. 

We realize that home care ful- 
fills only partially the total need 
for care of patients with long- 
term illness. For patients who are 
suitable for this service, however, 
it has been an important source of 
good medical and social care, of- 
fering much comfort and support 
to them and their families. es 
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In calculating average 


length of patient stay 


the ‘right’ answer 


may have the wrong meaning 


by M. HERBERT FINEBERG, M.D. 


6 Sosy DAYS we hear a lot about 
the “average length of hospi- 
tal stay.”’ As the per diem cost of 
hospital care keeps mounting it 
becomes increasingly important to 
keep down the total cost of hos- 
pitalization per patient by reduc- 
ing the number of days he spends 
in the hospital. 

As a result, hospital personnel 
are continually being asked, “What 
is the average length of stay at 
your hospital?” and various at- 
tempts are made to compare dif- 
ferent hospitals on the basis of 
this figure. 

The average length of stay is a 
very simple figure to obtain, But 
what does it mean once it is calcu- 
lated? 

In a general hospital, for ex- 
ample, if a tonsillectomy case 
which stays five days and a tuber- 
culosis case which stays five 
months are averaged the resultant 
average length of stay is approxi- 
mately 73 days—a figure which 
means absolutely. nothing. 

It is like averaging the weight 
of a man who weighs 180 pounds, 
his wife who weighs 110 pounds 
and their child who weighs 70 
pounds. Their average weight is 
120 Ibs., but this figure does not 
indicate that the man may be 


M. Herbert Finebere, M.D., is manager, 
Veterans Administration Hospital, East 
Orange, 

The statements and conclusions pub- 
lished by the author are the results of 
his own — and do not necessarily re- 
flect the opinion or policy of the Veterans 
Administration. 
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Average length of stay comparisons 
can be misleading, the author states, 
if they are made without necessary 
qualifications. He suggests ways to 
calculate meaningful patient stay 
averages and describes factors that 
should be kept in mind when compari- 
sons are made between institutions. 


over-weight, his wife under- 
weight and the child approxi- 
mately normal in weight. In the 
same way the 73-day average 
length of patient stay in the ex- 
ample above does not indicate 
whether 5 days is too long a stay 
for the tonsillectomy or 5 months 
too short a stay for the patient 
with tuberculosis. 

Neither should a gross average 
length of stay figure for one hos- 
pital be compared with that of an- 
other, since this figure can easily 
be shifted in one direction or an- 
other by the number of short or 
long stay cases included. All the 


factors involved must be carefully 
considered and properly weighted 
before the average length of stay 
in a given hospital can be properly 
evaluated. 

For instance, a study by Fraen- 
kel* in New York City showed 
that among 14 municipal general 
hospitals operated by the city the 
average length of stay ranged from 
less than 11 to more than 28 days 
depending on the disease compo- 
sition of these hospitals. The per 
cent of maternity cases—most of 
them short-stay cases—was one of 
the chief factors affecting the 
average length of stay. The per 
cent of tonsillectomy cases—usu- 
ally staying only one to two days 
—included in computing the aver- 
age length of stay can also have 
a strong bearing on. the figure 
obtained. Local “ground rules” 
can also play an important part, 


*Fraenkel, M. Statistics ought to say 
something. Mod.Hosp. 84:75 April 1955. 


—<shorter workday for the thermometer 


The routine practice of placing a thermometer into every hospital 
patient’s mouth twice daily is obsolete, the Veterans Administration 
has told its 173 hospitals and 103 outpatient clinics. 

When taking of temperature, pulse rate and rate of breathing 
becomes routine, VA said, it may even become inaccurate. 

Hence VA recommended that its doctors order in writing the re- 
cording of temperature and pulse and respiratory rates needed for 
individual patients, specifying the information required, as well as 


the frequency. 
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in that one hospital will exclude 
chronic cases or another will try 
to transfer patients out of the hos- 
pital after they have stayed a 
certain length of time. 

Veterans Administration hospi- 
tals make a particularly poor 
showing on the average length of 
stay basis for a number of reasons 
(among which are such factors as 
handling no maternity cases and 
maintaining large chronic disease 
sections). 

Hospitals also vary in their 
ground rules. For instance, one 
VA general medical and surgical 
hospital has a rule that no mental 
patient shall be kept in the hos- 
pital longer than 90 days. If the 
patient is not ready to go home 
at the end of 90 days he is trans- 
ferred to either a VA or state 
operated mental hospital. 

The average length of stay of 


mental cases at the above hospital 
could not fairly be compared with 
another that does not have a 90- 
day limitation for these cases. 
Considerations such as_ these 
demonstrate that using crude or 
average length of patient stay as 
a basis for comparison between 
hospitals serves no useful purpose. 
If, however, average length of stay 
figures are properly used they can 
be of great value. The following 
factors should be considered: 
Comparisons should only be 
made between similar disease 
catagories. For instance, no pur- 
pose would be served by compar- 
ing the average length of stay 
between tonsillectomies and pros- 
tatectomies. It is, however, very 
important to know what the aver- 
age lengths of stay are for prosta- 
tectomies done by various methods. 
Studies evaluating the different 


—drive-in hospital service for patients 


types of prostatic operations often 
include a statement as to the aver- 


age length of with each 
method. 

The most important step in ar- 
riving at a meaningful length of 
stay figure would, therefore, be 
to calculate it separately for the 
various types of patients — e.g. 
maternity cases, various categories 
of surgical cases, and various cate- 
gories of medical cases. Thus when 
we point to a reduction of the 
average length of stay of mater- 
nity cases from 12 days to 5 days, 
for example, the statement really 
means something. 
>» Circumstances such as the fol- 
lowing are peculiar to each hos- 
pital and should be considered 
when making comparisons be- 
tween hospitals: 

1. Does the hospital through 
one means or another discourage 
the admission of long-term cases? 

2. Are there facilities for the 
adequate ambulatory workup of 
the patient before he is admitted 
to the hospital? 


Stay 


To cut down admitting time and provide greater comfort and 
convenience to staff and visitors, Flower Hospital, Toledo, Ohio, 
built a drive-in entrance facility for the hospital. Victor D. Bjork, ad- 
ministrator, reports that the hospital felt that since the drive-in plan 
has been successfully applied to restaurants, banks and hotels, there 
was no reason it should not work to even a greater extent for a 
hospital, especially for the handling of emergency cases. 

Flower Hospital is located in the northwestern part of Toledo 
close to a large industrial area. It is the hospital closest to what is 
called “The heaviest traveled stretch of road in the U.S.” 

The hospital is located on a triangular piece of land at the 
juncture of two well-traveled streets—Cherry Street and Collingwood 

Boulevard. Prior to the installation of the new entrance facility, the 
main entrance to the hospital had been on Cherry Street, which 
carries a full quota of passenger car traffic as well as the major 
truck and bus traffic between Detroit and points East. The boulevard 
is restricted to automobile traffic. 

When the new drive-in entrance was planned, it was decided to 
locate it on the less hazardous Collingwood side of the hospital. 

The entrance wing is a two-story building with the main hospital 
entrance, lobby and business offices on the upper floor. This upper 
level can be reached by a short flight of marble steps directly from 
the Collingwood Boulevard sidewalk. The lower level is the drive-in 
section of the hospital. It includes the emergency suites, admitting 
offices, x-ray department, laboratories and physical therapy depart- 
ment. 

The drive-in entrance, which can accommodate six cars at one 
time, is completely sheltered by the second floor of the wing. This 
arrangement provides shelter from the elements for incoming and 
outgoing patients. It also makes it possible for doctors on emergency 
call to leave their cars with the attendant and proceed directly to the 
treatment area with the minimum of delay. . 


3. Is pressure brought to bear 
on the patient to leave the hos- 
pital after a given length of time 
regardless of whether he is able 
to go home or not? 

4. How completely does the 
hospital attempt to rehabilitate 
the chronic disease patient before 
discharging him? 
>» It might also be wise to exclude 
from average length of stay calcu- 
lations cases transferred to an- 
other hospital. When hospital per- 
sonnel point with pride to a 
shortened period of hospitalization 
they imply at least that this short- 
ening has been due to improved 
methods of treatment. This, of 
course, is not the case when the 
hospital concerned merely trans- 
fers the patient to another hospital a 
—in this instance the true length 
of stay is the period of hospitaliza- 
tion in the first hospital plus that 
in the second hospital. It would 
be unfair to compare a one-week 
stay of a patient in one hospital 
with a one-year stay of the same 
patient in another hospital to 
which he had been transferred. As 
far as cost to the patient or to the 
agency paying for his care is con- 
cerned the cost of hospitalization 
in the second hospital must be 
added to that in the first hos- 
pital. 
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FOUR KEY REASONS WHY 


The HIGH cost 


of hospital care 


Is going 


by HENRY N. PRATT, M.D. 


1946—PATIENT DAY COST $9.97 


HOTEL TYPE SERVICE 


INCLUDING MEALS IN BED 


55.5% 


$5.53 


HIGHER 


1957—-PATIENT DAY COST $24.40 


AVERAGE COST PER SEMIPRIVATE PATIENT DAY 
UNITED HOSPITAL FUND OF NEW YORK 
MEMBER GENERAL HOSPITALS (date for 1957 estimated) 


OSPITAL COSTS are high. They 

have increased by 161.5 per 
cent in the past 12 years, and they 
will go higher. 

The rate of increase since 1946 
has been 13.5 per cent per year, 
or more than 1 per cent every 
month for the 12-year period. For 
the second half of this period 

Henry N. Pratt, M.D., is director, The 
New York Hospital, New York. 

The author wishes to acknowledge his 
indebtedness to the staff of the United 
Hospital Fund of New York, especially to 
Mr. Grant Adams and Mr. Edward Bauer 


for their assistance in the development 
of statistical data. 
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A rise in hospital costs—amounting 
to an increase of 5 to 10 per cent 
the author 
states. He discusses four factors, three 
of them relating to labor costs, that 
have an important bearing on these 
rising costs. 


annually—is inevitable. 


(1951 through 1957) the increase 
was 48.2 per cent or 8 per cent 
per year. 

Four principle factors, three of 
them related to labor costs, are 
responsible for increased costs to- 


day. These factors are also re- 
sponsible for the probability that 
costs will continue to increase in 
the vicinity of 5 to 10 per cent per 
vear for many years to come. 


HIGH COST OF PROGRESS 


First and foremost is the im- 
pact of advances in scientific medi- 
cine on hospital costs. Among these 
advances are: 

@ Increasing reliance on labora- 
tory techniques in diagnosis and 
as a guide to therapy. 

@ Increasing complexity of x-ray 
diagnosis. 

@® More extensive use of high 
voltage radiation in cancer thera- 
py. 

@ Broadening field of surgical 
treatment as exemplified by rapid 
advances in heart and lung sur- 
gery. 

@ Extensive use of new and ex- 
pensive drugs, especially in the 
conquest of infection. 

@® Development and use of new 
scientific approaches to the solu- 
tion of medical problems such as 
radioisotopes and the artificial 
kidney. 

@® Expansion of facilities and serv- 
ices for rehabilitation of the 
chronically ill. 

@ Establishment of 
programs. 

@® Increasing emphasis on the in- 
tegration of psychiatric services 
with general hospital care. 

These are but a few of the de- 
velopments made possible by 
medical research and efforts to 
improve health services. They are 
of incalculable benefit to mankind. 

Unfortunately, however, fear of 
rising costs has all too often been 
a deterent to the provision of many 
services which offer so much in 
improved patient care. There is 
far too great a time lag between 
the development of new and 
proven medical advances and their 
introduction into hospital practice. 
This lag is due, in part at least, to 
the concern of responsible trustees 
for finding means to finance these 
new services. 

In spite of this lag, increased ex- 
penditures for this class of service 
have been substantial. 

The chart* acrosspage shows 
1946 and 1957 figures for average 
cost per semiprivate patient day for 


*Prepared by the staff of the United 
Hospital Fund of New York. 
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HOTEL TYPE SERVICE 
INCLUDING MEALS IN BED 
29.3% \ 
$7.16 
HOSPIT 
SERVICES | 
‘ 
$2.51 veil 


50 voluntary general hospitals. 
These costs are broken down into 
three principal categories: (1) so- 
called “hotel” expenses which in- 
clude bed, preparation of food with 
meals served in bed, administra- 
tion, plant operation, laundry, 
housekeeping, and other services 
provided by hotels; (2) nursing 
care; and (3) hospital services 
which include such items as medi- 
cal and surgical supplies, phar- 
macy, medical records, operating 
rooms, delivery rooms, x-rays, 
laboratories, physical therapy, 
electrocardiography, blood bank, 
and all the other services neces- 
sary for optimum patient care. 

In the 50 New York hospitals 
represented on the charts the 
average total patient day cost has 
risen from $9.97 to $24.40 in the 
12-year period—an increase of 
145 per cent. Let us examine the 
three categories of indi- 
vidually to determine how much 
each has contributed to this in- 
crease. 

Hotel-type service expenses have 
risen from $5.53 to $7.16 per pa- 
tient day, an increase of less than 
30 per cent. Hourly wages in 
manufacturing, as will be demon- 
strated later, have risen by 90 per 
cent in the same period. Clearly, 
these controllable expenses have 


1946 
55.5% 


"] 
been tightly controlled. As a per- 
centage of the hospital dollar this 
hotel service category has shrunk 
from 55.5 per cent to 29.3 per 
cent. 

Nursing core has commanded a 
larger slice of the hospital dollar, 
from 19.3 per cent in 1946 to 31.2 
per cent in 1957. Dollar-wise the 
increase has been from $1.93 to 
$7.62, or 295 per cent. The rapid 
increase in_ responsibilities as- 
sumed by nurses—made necessary 
by advancing medical technology 
—has required hospitals to em- 
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1946 1957 
19.3% 31.2% 
gin} 
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‘| 
ploy more and better prepared 
nurses. With a long history of in- 
adequate nursing salaries and 
with increasing employment op- 
portunities for the limited supply 
of nurses, hospitals have had no 
alternative but to increase nurs- 
ing salaries at frequent intervals. 
Hospital services now account for 
the largest segment of the hospital 
dollar: 39.5 per cent as compared 


with 25.2 per cent just 12 years 
ago. The patient day cost of these 
professional and related services 
peculiar to hospitals has risen 
from $2.51 to $9.62, or 283 per 
cent. 

The amount and quality of nurs- 
ing and the comprehensiveness of 
so-called “hospital services” are 
a reflection of advances in medi- 
cal science. It is in this combined 
portion of the total hospital ex- 
pense that costs have risen so 
dramatically. In fact, the combined 
expenses of nursing and hospital 
services have risen 288 per cent 
since 1946 while basic hotel ex- 
penses have increased by only 30 
per cent in the same time. The 
rapid expansion of these services 
is the direct result of improve- 
ments in medical care made pos- 
sible through medical research 
which, in turn, has made possible 
tremendous improvements in the 
health of the community. 

One may question, however, 
whether these new services are 
available in_ sufficient quantity 
and quality to meet the needs of 
the American public. In spite of 
the Ford Foundation’s magnificant 
$200 million program of aid to 
hospitals, the writers of its 1957 
annual report were constrained 
to comment: “While the hospital 


program has ended, the basic con- 
ditions from which it originated 


remain. Hospitals still are 
acutely pressed for space, for new 
and expensive equipment, and for 
the services that come with new 
advances in medical knowledge 
and better standards: of medical 
care.” 

The necessity to fulfill these 
needs portends a continuing and 
large increase in this portion of 
the hospital expense dollar. 


HIGH COST OF LABOR 


There are three additional fac- 
tors contributing to high hospital 
costs. These factors all relate to 
labor costs. 

1. Upwerd spiral of wages and 
saleries. Hospitals are personal 
service organizations. Approxi- 
mately 70 per cent of hospital ex- 
penses are for wages and salaries 
as compared to less than half this 
percentage in industry. Hospitals 
are concerned with people. Only 
people, not machines, can provide 
personal services. 

Whenever labor saving equip- 
ment is available for hospital use, 
alert administrators are quick to 
take advantage of it. Opportunities 
for the use of such equipment, 
however, are not too abundant in 
the hospital field. 

Ray E. Brown, quoting from 
Fortune magazine, states that it 
has been generally agreed among 
economists that total United States 
productivity has increased by an 
average of 2.9 per cent per year 
since 1946. Brown also states: * 
“This increased productivity has 
been the cushion by which much 
of the increased wages of labor 
have been absorbed. Because of 
this phenomenon of increasing 
productivity per man-hour in in- 
dustry, made possible largely 
through constant improvement in 
the machines and supplies pro- 
vided the worker, industry has 
been able to grant sharp wage in- 
creases without equal increases in 
costs of productivity.” 

According to the U.S. Depart- 
ment of Labor’s publication, Em- 
ployment and Earnings, average 
hourly earnings (excluding over- 
time) for productive workers in 
manufacturing have _ increased 


*Brown, Ray E. The nature of hospital 
—_ HOSPITALS, J.A.H.A. 30:36 April 1, 
1956. 
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1946 1957 
25.2% 39.5% 
| | 
> 
1957 
29.3% 


from $1.05 in 1946 to $1.99 in early 
1957—a 90 per cent increase. It 
is all too obvious that in the com- 
petition for personnel in a period 
of high employment hospital 
wages and salaries must be in- 
creased in proportion to those in 
industry. With 70 per cent of the 
hospital expense dollar going into 
the pay envelope, the inflationary 
effect of rising wages on hospital 
costs is more than twice that on 
manufacturing industries, 

2. Hours of work. With increased 
productivity in industry, the work 
week has been steadily decreasing. 
For hospitals, however, the work 


52 weeks a year. Since hospitals 
must compete with industry in the 
recruitment of workers of all 
kinds, they too must reduce the 
standard hours of work. Prior to 
World War II, the average hospital 
employee worked a 54-hour week. 
To cover one position for 168 
hours, 3.1 employees were re- 
quired. With the current 40-hour 
week, it now requires 4.2 indi- 
viduals for each position. Any 
future shortening of the work 
week in industry will further in- 
crease hospital costs. 

3. Women employees. Women com- 
prise approximately 80 per cent of 


World War II there was little 
competition for female personnel. 
Limited employment opportunities 
permitted relatively low wages. 
With increasing employment of 
women in industry, competition 
has obliged hospitals to increase 
their wages. 

It is generally recognized, how- 
ever, that hospital wage levels 
continue substantially below those 
of industry. If hospitals are to be 
able to recruit qualified personnel, 
this lag in wages must be made 
up—at least in part. In addition, 
shortages of personnel have been 
plaguing hospitals for many years. 

(Continued on page 96) 


week must continue at 168 hours, all hospital personnel. Prior to 


The hospital service requirements of a patient with 
a leaky heart valve a relatively few years ago were, 
for practical purposes, very small. There was very 
little we could do for him. Today the requirements 
of such a patient can be met only by the expenditure 
of a vast amount of personnel, services and materials 
and by the use of an enormous array of delicate and 
expensive apparatus. We have calculated at our 
hospital, for instance, that the cost of a heart opera- 
tion can well exceed $1,500 in hospital services 
alone. 

The use of the artificial kidney for one patient with 
uremia involves the services of 18 physicians, nurses 
and special technicians at a cost of between four 
and five hundred dollars. 

A new machine just developed makes it possible 
to develop and dry an x-ray film in six minutes. The 
patient can now wait several minutes, instead of re- 
turning the next day, while the radiologist deter- 
mines whether it will be necessary to take additional 
x-rays. Will the hospital install the machine? Of 
course it will, as soon as it can afford it. Cost— 
$40,000. 

An apparatus called the cardiac pacemaker was 
developed a year or two ago. Attached to the pa- 
tient, it monitors his heart beat and, if the heart 
should stop, it sends pulses of electricity through 


the chest which start and maintain the beat. How 
many should the hospital have? Well, at least one 
for each operating suite. How about the emergency 
room, each of the cardiac wards, the delivery rooms, 
the premature infant nursery? The answer is plain— 
of course there must be one in each of these areas, 
and in others too. 

Cost? The costs are staggering but we are dealing 
with human health and human life. We'll just have 
to worry about how to pay—we might have to raise 
our rates. We might even ‘‘price ourselves out of the 
market’ but we'll buy the pacemakers. 

Incidentally, | have often wondered what kind of 
an institution will take over the hospital's function 
when, as our uninformed critics threaten, ‘‘we price 
ourselves out of the market.” 

The advent of the broad spectrum antibiotics has 
literally changed the face of medicine. These have 
added years of life and years of better health. They 
have also added a great many dollars to the hospi- 
tal deficit and they require many more hours on the 
part of hospital personnel. 

What is true for antibiotics applies also to all of 
the great array of new and powerful drugs such as 
cortisone, ACTH, the hormones, the vitamins, the 
antihistamines, the tranquilizers, etc. All of these are 
wonderful and all of them are furnished to our pa- 
tients with only one criterion, namely, the medical 
need. The cost—well, in one hospital which | per- 
haps know best, the cost of drugs dispensed to pa- 
tients has risen from $260,000 in 1951 to nearly 
$700,000 per year, according to a projection of the 
first nine months of 1957——-MARTIN R. STEINBERG, 
M.D., director, Mount Sinai Hospital, New York City, 
speaking at a hearing before the Superintendent of 
Insurance of New York in support of increased sub- 
scriber rates for Blue Cross. " 
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Mrs. Louise Lake: 
HANDICAPPED AMERICAN 
OF THE YEAR 


RS. LouIse LAKE lives much of her life in a 
wheel chair. But it is a wheel chair that really 
gets around. 

A victim of poliomyelitis, Mrs. Lake uses her ex- 
perience in conquering paralysis to help others. As 
director and instructor at the rehabilitation laboratory, 
Latter-day Saints Hospital, Salt Lake City, Utah, she 
has aided dozens of handicapped persons. 

For her accomplishments, Mrs. Lake was chosen the 
1957 winner of the President’s Trophy as the “Handi- 
capped American of the Year.” She is the first woman 
to be so honored. She is also the first individual from 
the field of hospital rehabilitation to receive this award. 

In making the presentation to Mrs. Lake in Wash- 
ington, D.C., May 8, President Dwight D. Eisenhower 
said that the “thrilling part” of her battle to over- 
come the handicap of arms and legs crippled by 
poliomyelitis was that, throughout her trials, “her 
thought was always for others—she helped them.” 

Mrs. Lake was stricken with poliomyelitis 12 years 
ago. Her recovery was slow, painful, and partial. It 
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HERE MRS. LAKE offers encouragement to a patient who is master- 
ing the difficult art of manipulating a fork with wasted arm muscles. 


BAKING A CAKE from a wheel chair marks a step toward 
normal living for this poliomyelitis victim helped by Mrs. Lake. 
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¥ RISING FROM A PRONE POSITION is a dramatic experience for a pa- 
tient faced with the challenge of re-training back and arm muscles. 


LEARNING TO WRITE with muscles that cannot respond is the kind of 
“insurmountable’’ obstacle that can be overcome with proper training. 
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required 20 months in bed, 13 of 
which were spent in hospitals as a 
patient. Following a muscle trans- 
plant operation in Salt Lake City, 
she was successfully treated at the 
Institute of Physical Medicine and 
Rehabilitation at New York’s Belle- 
vue Hospital by Dr. Howard A. 
Rusk. She regained the use of 
hands and arms. With the help 
of braces, she was able to stand 
again. Mrs. Lake stayed at the 
institute to receive additional 
training that enabled her to teach 
other handicapped persons. 

At Latter-day Saints Hospital, 
Mrs. Lake works in a large room 
designed to facilitate teaching of 
the activities of daily living. The 
room contains most of the equip- 
ment and appliances used in a 
modern home, but placed at wheel 
chair level. A “gadget board” on 
wheels helps patients master the 
little chores of daily living, such 
as opening a door or answering a 
telephone. But Mrs. Lake teaches 
more than self-care. “Rehabilita- 
tion,” she says, “is not just to 
teach people self-care and then 
send them home to vegetate. I 
encourage them to go out into the 
world—to mix with society and 
find something useful and in- 
teresting to do. When society gives 
them a break, they’re ready to step 
out and go the second mile—to 
bring home a salary.” 2 


MRS. LAKE SHARES the triumph of patient 
using limited muscle power to pick up and 
hold phone attached to ‘‘gadget-board.”’ 
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_ Four factors used in 


Massachusetts to determine 


CH schools of nursing should 


receive Hill-Burton funds? 


by A. DANIEL RUBENSTEIN, M.D., and HENRY 8. MASON 


THE supply of profes- 
sional nurses increases, future 
growth in hospital bed capacity 
is pointless. Even today wards in 
many metropolitan hospitals are 
not used because of lack of nurses. 
Compensatory increases in non- 
professional personnel and shift- 
ing functions from the former 
group to the latter constitute only 
a partial solution of the basic 
problem. Disappearance of in- 
terns, particularly graduates of 
American medical schools, from 
many hospitals aggravates this 
lack of professional personnel, 
especially when staff physicians 
must be away from the wards. 
This is a situation which must 
be faced realistically. In 1957 the 
State of Massachusetts decided to 
do something about it by tracing 
the problem to its origin in pro- 
fessional nurse training facilities. 
It was determined by a special 
commission of the state legislature 
that facilities had to be provided 
in Massachusetts for training 800 
to 1000 more nurses by 1960.! 
Funds were available for con- 
struction of new or remodeling of 
older hospital-sponsored schools 
of nursing under the Hill-Burton 
federal assistance program. The 
question was: How could the 
limited funds best be used to assist 
schools of professional nursing 
construct new facilities? An order 
of priority for the existing hos- 
pital schools to receive Hill-Bur- 


A. Daniel Rubenstein, M.D., M.P.H., is 
director, Division of Hospital Facilities, 
Massachusetts Department of Public Health 
and associate clinical professor of epi- 
demiology, Harvard School of Public 
Health, Boston. Henry R. Mason, M.P.H., 
is survey administrator of the Division 
of Hospital Facilities, Massachusetts De- 
partment of Public Health. 


The authors describe how four fac- 
tors were selected and used in Massa- 
chusetts to determine an order of 
priority for granting funds to schools 
of nursing in the state. 


ton funds had to be developed. It 
was felt that developing such a 
priority list would also entail 
better understanding of the main 
problems confronting schools of 
nursing in Massachusetts. 


DUAL PURPOSE SURVEY 


The Massachusetts Department 
of Public Health, therefore, acting 
with its Hospital Advisory Com- 
mittee for the Hill-Burton pro- 
gram, instituted a study of schools 
of nursing throughout the state. 
Although only hospital-sponsored 
schools of nursing are eligible to 
receive Hill-Burton funds, prac- 
tical nurse training programs and 
collegiate programs were included 
in the survey to complete the in- 
ventory of nurse-training pro- 
grams in the state. 

During the spring of 1957, the 
52 approved diploma schools (51 
conducted by hospitals and one 
conducted independently by a 
religious organization), 20 schools 
of practical nursing, and 7 colleges 
offering degree programs in nurs- 
ing were surveyed. 

A field worker visited each of 
the schools and reviewed class- 
rooms, laboratory, and residence 
facilities. The fire resistance as 
well as the adequacy of each 
building was noted. Acceptable 
student beds were counted by 
applying the same standards of 
acceptability used in counting hos- 

(Continued on page 49) 
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being written 

on April 17th because starting 
April 20th, I will attend the fol- 
lowing group of meetings: Asso- 
ciation of Western Hospitals, Joint 


HIS REPORT is 


Council to Improve the Health 
Care of the Aged, Annual Con- 
ference of Blue Cross and Blue 
Shield Plans, Annual Meeting of 
Blue Cross-Blue Shield of Kansas 
City, Texas Hospital Association, 
AHA Board of Trustees and Co- 
ordinating Council, Southeastern 
Hospital Conference, and the San 
Angelo High School graduation 
(our 17-year-old daughter gradu- 
ates). Then on May 24th, I leave 
for Europe to attend the Inter- 
national Hospital Federation. 

I would like to take this oppor- 
tunity to discuss with you the role 
played by your Association in the 
operation of member hospitals. 

Each month you receive Hos- 
PITALS, J.A.H.A., Trustee, This 
Month, This Month in Washing- 
ton, Public Relations Newsletter, 
and for the cost of publication 
The Auxiliary Newsletter. Natur- 
ally, not every item in every 
periodical is an answer to a spe- 
cific problem of one hospital, but 
these periodicals provide a pool 
of information on the health field 
and on what various hospitals are 
doing—information needed by the 
individual hospital. 

Manuals and brochures—Re- 
cently you have received Accredi- 
tation References, Cost Finding in 
Hospitals, and Physical Therapy 
—Essentials of A Hospital De- 
partment. Several other manuals 
are in the process of development 
and will be distributed this year. 
These media cover a wide variety 
of areas of operation and the 
guide lines they form for you 
toward your decision give you 
confidence. 

Special mailings—As unantici- 
pated areas arise, special notices 
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your president reports 


are sent to you. Some notices you 
have received have dealt with: 
Asian flu, the Association’s posi- 
tion on the Forand Bill, medicare, 
and hospital costs. 

Answers to specific questions— 
By writing to headquarters you 
can receive specific suggestions 
that will assist in answering your 
problems. In my opinion, you are 
not using this resource as much as 
you might. 

Library services—The packaged 
kits sent to you upon request make 
available to you the various means 
others have used to solve similar 
problems. Our library has the 
largest collection of hospital litera- 
ture in the world. 

Institutes—National, regional or 
local institutes are designed to of- 
fer training and an exchange of 
information in a particular area 
or departmental activity. The ma- 
jor overhead costs are paid from 
your dues income and only a mini- 
mum tuition fee is charged. 


aa is a unique 
opportunity to bring you up to 
date on happenings in the hospi- 
tal field during the past year 
through planned sessions and the 
opportunity to visit with indi- 
viduals from all parts of the coun- 
try representing all parts of the 
health field. You see the greatest 
collection of hospital equipment in 
one place, making it possible for 
you to compare many pieces of 


equipment designed to do the 
same job in the hospital. 
Consulting service—At head- 


quarters we have an outstanding 
group of specialists who may be 
of assistance to you in regard to 
specific operating problems. For 
a low daily cost and prorated 
travel expenses, staff is available 
for consultation in your own of- 
fice. You can also anticipate the 
development of the hospital coun- 


seling service made possible by 
the Ford Foundation grant. 

National representation—aAll of 
us used to think of this source as 
indirect, but with too many groups 
trying to influence and affect hos- 
pital operations, it has become di- 
rect and of individual benefit to 
each hospital. Not so many years 
ago, our Association or other na- 
tional organizations had not as- 
sumed the influential positions 
they have today. 

Keeping publications up-to-date 
—Revisions are continually neces- 
sary in order for you to have the 
up-to-date information on the 
many and rapid improvements in 
the health field. 

Accreditation and listing—There 
can be little doubt that our hos- 
pitals are better and that we are 
better administrators or depart- 
ment heads from the emphasis 
placed on accreditation. The list- 
ing program, while a crude indi- 
cator of standards, is nevertheless 
a standard setting device to assist 
the individual hospital. 

Legal resources—You are kept 
up-to-date on legal developments, 
have the benefit of research on 
legal matters affecting hospitals. 

All of your hospital’s employees 
can participate in the services 
furnished by your Association. 
Members of personal membership 
departments receive additional 
specialized services. 

Please remember that officers 
and staff at headquarters are not 
creating program. The program is 
created by the needs and wishes 
of the members. Your Association 
is no more than the hospitals 
which are its members. It exists 
to serve you. 


Tol Terrell, president 
American Hospital Association 
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any hematinic other than the intramuscular dose of iron. His 
initial concentration of hemoglobin measured 5.8 gm. per 
100 cc. of biood and in spite of operation [hemorrhoidectomy } 
and further loss of blood the concentration increased to 
12.2 gm. within less than 3 weeks. Concomitantly with the 
hematologic improvement there was clinical improvement 
and subsidence of the initial primary symptoms [unusual 


of 5.3 per cent on the seventh day, and a complete disap- 
pearance of the anemia and conversion from hypochromic 
to normochromic cells by the end of two months. She expe- 
rienced remarkable improvement in pep and sense of well- 
being coincident with the alleviation of her anemia.” 

(1) Hagedorn, A. B.: Proc. Staff Meet. Mayo Clin. 32:705 (Dec. 11) 1957. 


(2) Best, W. R.; Louis, J. and Limarzi, L. R. M. Clin. North America 
(Jan.) 1958, p. 3. 

Supplied: 2-cc. and 5-cc. ampuls, boxes of 4. Physician's directions in 
every box. There are 50 mg. of elemental iron per cc. Request brochure 
NDA 17, Imferon. 

IMFERON® is distributed by Lakeside Laboratories, Inc., under license 
from Benger Laboratories, Limited. 
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ftofessional fractice 


WHICH schools of nursing should 


pital beds: To be classified ac- 
ceptable a bed must occupy a 
hospital area of 80 square feet in 
a building which 1s considered fire- 
proof, semifireproof, or of heavy 
timber construction. 

In addition, the number of stu- 
dents enrolled in each class was 
compared with the student ca- 
pacity or maximum enrollment of 
each school. Note was made of the 
recruiting experience, home resi- 
dence of students, affiliations with 
other hospitals, loss of students 
by attrition and projected expan- 


receive Hill-Burton funds? 


(Continued from page 46) 


sion or plans for improvement. 

Results of the survey were 
tabulated. Data on all schools— 
practical, diploma, and collegiate 
—were analyzed by regions to de- 
termine the state of nursing edu- 
cation in Massachusetts. (Detailed 
findings of this part of the study 
appear below.) Then the infor- 
mation on hospital-sponsored di- 
ploma schools was separated from 
the other data. The task of de- 
termining relative need of these 
schools for new facilities was 
begun. 


At first, the same approach as is 
utilized in determining relative 
need for hospital beds was tried. 
The state was divided into 16 
“school of nursing” areas and the 
relative need of each area mathe- 
matically computed by comparing 
the number of student beds avail- 
able with the total number of 
patient beds. Evaluation of this 
method, however, brought out a 
lack of adequate criteria for select- 
ing the boundaries of these 16 
areas. Schools did not necessarily 
draw the majority of their stu- 


A LOOK AT NURSING EDUCATION IN MASSACHUSETTS 


As part of a recent survey to determine major 
problems confronting schools of nursing in Massa- 
chusetts, the following data were reported: 


HOSPITAL-SPONSORED DIPLOMA SCHOOLS 


Data on hospital-sponsored schools of nursing 
offering diplomas were analyzed for six regions of 
the state. It was found that four of the six regions 
averaged one student nurse for every four general 
hospital beds—the Beverly-Salem region having one 
student to 6.4 beds and the Cape Cod region having 
none for its 150 beds. (The largest of the three hos- 
pitals in the Cape Cod region operates a school of 
practical nursing.) 

@ Utilization of existing schools. 

Two different methods were used to measure the 
utilization of the state’s 52 hospital schools of nursing. 
The first was based on the total school enrollment, and 
the second on the size of the entering class only. It 
was found by using the former method that the per 
cent utilization of school facilities varied from 70 
per cent to 80 per cent, depending upon the atiri- 
tion rate at a given school. When, on the other 
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hand, utilization of school facilities was measured 
by comparing the size of the entering class with the 
maximum enrollment potential for that class (Table 
1, below), it was found that the 34 schools in the 


TABLE 1. Per cent utilization of 52 hospital 
diploma schools of nursing in six 
regions in Massachusetts and city 
of Boston based on 1956 enroll- 
ments, entering classes only 

Maximum Actual Per cent 
enroliment enroliment of 
for 1956 of 1956 capacity 
e entering or 
Region classes classes utilization 
Greater Boston 1608 1480 92.0 per cent 
Boston (city) (774) (745) (96.2) 

Beverly-Salem 118 93 78.8 

Worcester 343 307 89.5 

Springfield 245 195 79.5 

Pittsfield 80 47 58.7 

Barnstable 0 

Total 2394 2122 88.6 


*While maximum enrollment was primarily besed on the number of 
student accommodations available, other factors such as classroom and 
faculty shortages were limiting influences. 


dents from the immediate envi- 
rons, nor did they provide service 
restricted to that area, 
Subsequent attempts to develop 
a relative need list of existing 
schools made no allowance for en- 
couraging weak schools to combine 
resources, or for establishing new 
regional schools sponsored by two 
or more hospitals in one area. 
Moreover, survey findings sug- 
gested that some schools which 
envisioned plans for expansion 
would benefit more by concen- 
trating on programs to strengthen 


their existing schools before em- 
barking on construction projects. 

It was decided, therefore, not 
to present a specific statement of 
relative need nor a priority list 
of schools or hospitals. Instead, a 
list of factors would be taken into 
consideration selecting high 
priority projects. 


PRIORITY PROJECT FACTORS 


These factors are considered in 
order of importance. That is, fac- 
tor 1 is considered to have greater 
importance than factor 2, and fac- 


tor 2 to have greater importance © 
than factor 3, etc. 

1. Pooling school resources. In view 
of present-day shortages of quali- 
fied nursing administrators and 
faculty assistants, and also the 
high cost of operating a school of 
nursing, it is desirable that hos- 
pitals or schools in contingent 
areas combine resources in order 
to establish one school] program on 
a cooperative basis instead of each 
having to maintain its own: pro- 
gram. 

2. Elimination of 


multistory wood 
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Greater Boston region® filled 92 per cent of the 
places in their first classes, and the 11 schools in 
Boston itself filled 96.2 per cent of their classes. 

Three other regions with diploma schools had be- 
tween 78.8 per cent and 88.6 per cent of their 
entering classes filled. The two schools in the Pitts- 
field region filled only 58.7 per cent of their classes. 

For the 52 hospital-sponsored diploma schools in 
the state, 88.6 per cent of the places in the enter- 
ing classes were filled. For the 18 nationally ac- 
credited schools this figure was 96 per cent against 
83 per cent for the 34 schools not nationally ac- 
credited. 

@ Physical plant. 

(Table 2, right.) Of 6375 student beds found 
in the 52 hospital schools of nursing, 50.7 per cent 
were in acceptable or fire protected buildings while 
9.6 per cent of the total, or 612 beds, were in 
multistory wood frame buildings. The latter type of 
building was utilized as a residence in 11 schools, 
10 of which were located in the Boston region and 
one in Worcester. 


COLLEGIATE OR DEGREE PROGRAMS 


Seven colleges or universities in Massachusetts 
offer degree programs in nursing. Six of these 
schools now offer Bachelor of Science degrees in 
nursing after a minimum of four calendar years of 
study and clinical training. The degree programs in 
Massachusetts have grown considerably in the past 
10 years, and are likely to continue to grow for 
some time. Clinical limitations of affiliating hospitals 
as well as inadequate classroom and housing ac- 
commodations were among the principal factors 
limiting the size of degree program classes. Af pres- 
ent these factors do not appear to be a serious bar 
to future expansion of the degree schools. 

Present interest in basic degree programs is to 
turn out well-rounded graduates. This includes study 


*The region designated as Greater Boston in this study tekes in o@ con- 
siderably larger crea thon metropolitan Boston. 


and field training in public health. nursing as well. 
Program directors visualize the present lack of ade- 
quate resources for public health training placement 
as the main limiting factor for future expansion. 


SCHOOLS OF PRACTICAL NURSING 


Of the 20 schools of practical nursing in Masso- 
chusetts, sponsorship is as follows: 7 by state hos- 
pitals, 8 by voluntary hospitals or nonprofit associa- 
tions and 5 by city school departments. Except for 
4 small hospital-sponsored schools each with an 
enroliment of less than 20 students, these practical 
schools of nursing have filled their classes to ap- 
proximately 80 per cent of capacity. The small hos- 


TABLE 2. Number and per cent of accepta- 
ble student nurse accommodations 
at 52 hospital diploma schools of 
nursing in the six regions in Mas- 
sachusetts and the city of Boston 


Non 
accept- Accept- 
Total able able 
Number student student student of acc 
Region of accomme- accomme- accommo. student 
schools dations dations dations accommodations 
Greater Boston 34 4250 2054 2196 51.6 per cent 
Boston (city) (11) (2334) (855) (1479) (63.3) 
Beveriy-Solem 3 295 121 174 58.9 
Worcester 7 882 399 483 58.1 
Springfield 6 709 537 172 24.2 
Pittsfield 2 239 26 213 89.1 
Bornstable 0 0 0 0 0 
Total 52 6375 3137 3238 50.7 


pital-sponsored schools filled 95 per cent of their 
classes. Students were admitted twice a year to most 
schools of practical nursing, the majority of which 
were 15-month courses. A survey of the type of 
building utilized as residences revealed that two of 
the schools housed their students in multistory wood 
frame buildings —A. DANIEL RUBENSTEIN, M.D., 
M.P.H., director, and HENRY R. MASON, M.P.H. 
survey administrator, Division of Hospital Facilities, 
Massachusetts Department of Public Health. 
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frame residence. More than a few 
schools throughout the state are 
still using multistory wood frame 
residences to house their student 
nurses. Some of these are not pro- 
tected with automatic sprinkler 
systems. This situation is con- 
sidered extremely hazardous, and 
the state agency feels it impera- 
tive to help eliminate these resi- 
dences as soon as possible. 

3. Additional student capacity. Proj- 
ects which offer promise of in- 
creasing the capacity for training 
additional nurses are more accept- 
able than projects which are not 
likely to result in training greater 
numbers. The judgment as to 
whether this factor will apply in 
a given instance is based on the 
past experience of the school in 
attracting qualified applicants 
rather than the hope that more 
students will be attracted by bet- 
ter facilities. It was observed, in 
some instances, that improvement 
in school facilities including resi- 
dences did not necessarily result in 
a greater number of student ap- 
plicants. 

4. Classrooms, libraries and recrea- 
tion facilities. Finally, the condition 
of the classrooms, laboratories, 
libraries and recreation facilities 
and their adequacy are considered. 
Schools having the greater de- 
ficiencies in these areas have a 
higher priority only if the pro- 
posed construction includes the 
improvement of these facilities. 

Supplementary to the review of 
the survey of school of nursing 
facilities in Massachusetts, the 
state Hospital Advisory Committee 
has approved the recommenda- 
tions of the survey and the first 
grant for a school of nursing has 
been made to St. Anne’s Hos- 
pital School of Nursing in Fall 
River. This project will provide 
a 160-bed nurses’ residence, class- 
room and recreation facilities. It 
will replace a multistory wood 
frame residence of 75 beds in a 
school which has been. turning 
away a large number of applicants 
for lack of accommodation. This 
project presents a strong case un- 
der priorities 2, 3, and 4. 

Another nursing school construc- 
tion resource has been made avail- 
able by the Federal College Hous- 
ing Program which was amended 
in 1957 to include hospitals as 
recipients. Under this act, long- 
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term, low interest loans may be 
made to construct new facilities 
for schools of nursing. It should 
be of interest to hospitals that 
such loans may be credited as 
matching funds in making applica- 
tions for Hill-Burton grants. 

It is hoped that as a result of 
applying Hill-Burton funds in this 


manner, a substantial increase in 
accommodations for students in 
schools of nursing will result. 8 
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NOTES AND COMMENT 


Flammability of incontinent pads tested 


Last year an incident was discussed in this Journal in which a hospi- 
tal patient was fatally burned when he ignited the incontinent pad on 
which he was lying with a cigarette ( HOSPITALS, J.A.H.A., 31:26 July 16, 


1957). 


Partly as a result of this incident, the Committee on Wearing Apparel! 


of the National Fire Protection 
Association undertook to investi- 
gate the flammability of inconti- 
nent pads. 

The results of this investigation, 
as described by Chester I. Bab- 
cock, manager of the NFPA De- 
partment of Fire Record, were as 
follows: 

“When the waxed paper outer 
covering was tested separately in 
the Commercial Standard Test 
apparatus, flame-spread was so 
rapid that the sample was classi- 
fied as dangerously flammable. 
On the other hand, when the cov- 
ering and filler were tested as a 
unit, the sample was classified as 
having normal flammability. : 
With the Commercial Standard 
Test method the sample is 
held at a 45-degree angle to the 
vertical during the test. When a 
sample of the pad was held in a 
vertical position it burned very 
rapidly. 

“In reporting the results of these 
tests to the NFPA, the Committee 
called attention to the fact that 
incontinent pads would usually be 
covered by an outer garment or 
bedding and would not be subject 
to the same ignition and burning 
conditions that would be the case 
if the pads were exposed. Under 
such conditions the actual fire 
hazard would not be as great as 
the tests would indicate. 

“The Committee also recognized 
that economic aspects involved in 
the development of a pad that is 
safe and at the same time meets 
sanitary needs may be difficult. . . 
Nevertheless, it was felt that ef- 
forts should be made to develop a 
safer substitute.” 


According to information reach- 
ing the American Hospital Asso- 
ciation, several major manufac- 
turers of incontinent pads are 
doing research into making their 
products more fire resistant. These 
manufacturers have also ex- 
pressed willingness to inform pur- 
chasers of these products of the 
potential hazard involved in their 
use. 


Regional group maps 
infection battle 


A plan to combat antibiotic- 
resistant staphylococcal infections 
has been adopted by the medical 
staffs of the 31 member hospitals 
of the Rochester (N.Y.) — 
Hospital Council. 

Elements of the plan are: 

1. Antibiotics should not be 
used prophylactically except in 
such well recognized situations as 
continuous prophylaxis in rheu- 
matic fever and short-term pro- 
phylaxis in patients with valvular 
or congenital heart disease when 
undergo ng dental work. 

2. The following antibiotics 
should be reserved for the treat- 
ment of severe infections shown 
bacteriologically to be caused by 
an antibiotic-resistant form of 
staphylococcal infection: Albamy- 
cin or Alba-Penicillin (Upjohn): 
Cathomycin or Cathocillin 
(Merck, Sharp & Dohme), and 
Spontin (Abbott). 

3. Information should be ac- 
cumulated on hospital housekeep- 
ing, nursing, and operating room 
procedures for the benefit of mem - 
ber hospitals. 
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Accreditation references 


HOSPITAL ACCREDITATION REFERENCES. 
American Hospital Association. 
Chicago, the Association, 1957. 
136 pp. $3.25. 

Through the cooperation of the 
Joint Commission on Accreditation 
of Hospitals and the American 
Hospital Association, hospitals 
now have an unusual and prac- 
tical accreditation reference vol- 
ume. This brief but quite complete 
book, the first of its kind, arranges 
the available literature on ac- 
creditation in a simple and com- 
pact form. 

Introduction to the volume in- 
cludes a history of hospital stand- 
ardization from its beginnings on 
to the present program of accredi- 
tation by the Joint Commission. 
Each department of the hospital 
is treated separately under three 
general headings: the standards 
of hospital accreditation: survey 
report (including information re- 
quested from the hospital and the 
surveyor), and correspondence of 
the Joint Commission. This last 
section is in question and answer 
form. 

Small as well as large hospitals 
will welcome this book. The cor- 
respondence section indicates a 
variety of approaches and solu- 
tions to the specific problems of 
the smaller hospital. 

The easy arrangement of ma- 
terials by hospital department is 
apparent after a quick paging 
through the book. Today all per- 
sons responsible for any phase of 
hospital management welcome 
whatever material is made avail- 
able to them to simplify carrying 
out their responsibilities. 

This volume should be an aid 
in indoctrinating new hospital 


board members, hospital adminis- 


trators and department heads, and 
could well serve as a basis for an 
inservice training program for de- 
partment heads. It should also be 
welcomed as a convenient refer- 
ence by those already seasoned 
and experienced in hospital work. 
A thorough study will familiarize 
one with the requirements, recom- 
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meviews 


mendations and interpretations of 
the Joint Commission. 

Key hospital personnel will be 
grateful to the Joint Commission 
and the American Hospital As- 
sociation for Hospital Accredita- 
tion References, a handy reference 
volume which places so much in- 
formation at their fingertips.— 
MOTHER MARY THOMASINE, O.S.F., 
R.N. Mother General, Franciscan 
Sisters of the Immaculate Concep- 
tion, Little Falls, Minn. 


[ll-defined concept 


AN EXAMINATION OF THE CONCEPT OF 
MepiIcAL INDIGENCE. Odin W. An- 
derson and Harold Alksne. New 
York, Health Information Founda- 
tion, 1957. 14 pp. (Research series, 
No. 2). 

“What is the difference between 
a charity allowance and a bad 
debt?”’ asked the attorney general 
at public hearings on a Blue Cross 
rate increase last month. “Really 
very little difference from a prac- 
tical standpoint,” replied the ad- 
ministrator of a non-profit hospi- 
tal, according to the stenographic 
record. 

Most of us in community hospi- 
tals strongly disagree. We make a 
distinction between the deadbeat 
and the indigent. Community sup- 
port of hospitals is based upon 
service to those who cannot pay, 
rather than those who refuse to 
pay. Nevertheless, indigency is an 
ill-defined administrative concept 
in most hospitals. 

The second in a Health Infor- 
mation Foundation research series 
examines the concept of medical 
indigence. It analyzes more than 
1000 cases from the Maryland 
public medical care program. 
“Generalizations” include: 26 per 
cent of United States households 
can be assumed to be potentially 
indigent; the medically indigent 
group has little turnover and a 
long history of low income, even 
lower than the “officially” in- 
digent. 

Hospital administrators are well 
advised to read everything pub- 


ill-defined concept 
writing scientific papers 


lished by the HIF. This study is 
no exception.—RosBertT M. SIc- 
MOND, executive director, Hospital 
Council of Western Pennsylvania. 


Writing scientific papers 


How TO WRITE SCIENTIFIC AND TECH- 
NICAL Papers. Sam F. Trelease. 
Baltimore, Williams & Wilkins, 
1958. 185 pp. $3.25. 

This little book is full of useful 
information that will be helpful 
to anyone with the task of writing 
a scientific paper, medical or 
otherwise. The author has suc- 
ceeded in “crowding in” in a few 
hours’ reading time the essentials 
of writing a paper on a scientific 
subject. The book will be espe- 
cially useful to those who have 
had little writing experience. It 
tells how to assemble data for a 
paper and how to develop an indi- 
vidual style, reviews the im- 
portant points about grammar, 
and gives the essential facts about 
tables, illustrations and _ proof 
reading. 

The reviewer sincerely believes 
that all but the most talented 
writers will greatly profit by 
having their completed papers 
edited by an experienced manu- 
script editor before submitting 
them for publication. This com- 
pares to a medical consultation; 
the consultant may find some 
obvious condition that has been 
completely overlooked. Dr. Tre- 
lease does not mention this sug- 
gestion but does state the policy 
of some journals whereby the edi- 
tor submits all papers to an 
editorial committee for “prepubli- 
cation review.” 

The publishers have aptly sum- 
marized the usefulness of the text 
on the back flap of the cover 
jacket: “Whether you are a be- 
ginner or a seasoned writer, this 
book will repay its most modest 
investment many-fold, saving you 
time, temper, and unnecessary ex- 
SWANBERG, M.D., 
secretary, American Medical Writ- 
ers’ Association. 
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HE CRITICAL situation created 

by the shortage of profes- 
sionally qualified dietitians has 
been evident for several years. 
Hospital administrators,  dilieti- 
tians and educators have been 
dismayed and deeply concerned 
by the fact that three out of five 
hospitals do not have a trained 
dietitian on their staffs; and they 
are seeking ways to alleviate the 
problem. 

In an effort to improve this 
situation the Liaison Committee 
of the Pennsylvania Hospital As- 
sociation and the Pennsylvania 
Dietetic Association has developed 
an extension course for hospital 
food supervisors in cooperation 
with Pennsylvania State Univer- 
sity. 

The first students were enrolled 
in September 1957 and at this 
time 17 students are participating 
in the 12-month program. 

Since this is a correspondence 
course, rural as well as metro- 
politan hospitals can take advan- 
tage of the program. It was learned 
from established programs in 
metropolitan centers that many 
potential candidates for training 
could not leave their families or 
their communities to enroll in the 
city vocational school. 

The course is open to out-of- 
state students on the same basis 
as it is in Pennsylvania. Students 
may enter the course at any time 
during the year, but they must 
~ Ruth E. Silvester is director of dietetics 
at Allegheny General Hospital, Pittsburgh, 
and Esther A. Atkinson is head of the 
Department of Hotel and Institution Ad- 
ministration at Pennsylvania State Uni- 
versity, University Park. Rovert A. Kumpf 
is administrator of Lewiston (Pa.) Hos- 
pital and chairman of the Liaison Com- 


mittee for the Hospital Association of 
Pennsylvania. 
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Teed sewvice and dietetics 


TRAINING SUPERVISORS 


BY MAIL 


and ROBERT A. KUMPF 


\ 


a 


Pennsylvania course for food service supervisors 


is a one-year program of correspondence 


lessons and practical experience in an approved 


hospital in the student's hometown 


The development of the Pennsyl- 
vania extension correspondence course 
for food service supervisors and the 
requirements for students and hospi- 
tals participating therein are outlined 
in this article. The authors emphasize 
that the course not only allows the 
student to train in his hometown, 
but also gives him an opportunity to 
earn while learning. 


complete it within 12 months, 

The course consists of 23 les- 
sons (each lesson being the equiva- 
lent of three lectures) and a final 
examination. This is a noncredit 
course, but Pennsylvania State 
University issues a certificate to 
the student who satisfactorily 
completes the course. 


AFFILIATION PROCEDURE 


At first there seemed to be some 
insurmountable problems. One of 
the most formidable was how was 
quantity cookery to be taught by 
correspondence. The course could 
not be taught by mail; however, 
it could be guided and directed by 
correspondence. In an attempt to 
answer this and other such prob- 
lems, certain criteria were estab- 
lished for the training hospitals. 
In order to qualify as a participant 


in the program, a hospital must 
meet the following requirements: 

1. A dietitian who is a member 
of the American Dietetic Associa- 
tion must be in charge of the die- 
tary department. 

2. The hospital must be able to 
provide within the hospital, or by 
affiliation, all of the work situa- 
tions and experiences established 
for the course. 

The student spends 12 months 
in the training hospital in various 
Capacities as an employee of the 
dietary department. She has the 
opportunity to participate in the 
correspondence course and to 
earn an income while learning to 
prepare herself for future eco- 
nomic security. As an employee of 
the hospital, she receives a salary 
commensurate with the work she 
is performing. She works six hours 
a day in the hospital and spends 
two additional hours each day in 
a suitable place provided by the 
hospital for study and preparation 
of the correspondence lessons. 

After the first five introductory 
lessons, the student moves from 
one work area to another in the 
department, with the practical ex- 
perience relating to the corre- 
spondence lessons. Thus the stu- 

(Continued on page 58) 
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FLEX-STRAWS 
\ 


¥ 


More hospitals are using 
more and more Flex-Straws « 


Why’? Hospital staffs ¢ 


(Flex-Straws are paper...so there’s never any danger of broken glass. ) > 
/ 


Hospitals wanted a straw that would offer their patients added cleanliness 


(Flex-Straws are single service... they’re always fresh as a daisy. ) 


Hospitals were looking for a straw that was convenient and efficient. 


Flex-Straw’s unique bending action eliminates lost motion in patient bed 
adjustment —— 


Hospitals were looking for new ways to economize A 


..and Flex-Straws are disposable too. 


(Hospital tests prove using Flex-Straws is more economical than using breakable 


tubes.) Hospitals found the answers by using... 


Is vour hospital enjoying these Flex-Straw advantages? 


P.S. Flex-Straws can be used 
in hot liquids, too! FLEX-STRAW CO. INT'L. H 


refer to Santa Monica, Calif. 


HOSPITAL PURCHASING FILE 
for listings and prices 

SANADIAN STRIBUTOR: INGRAM & BELL LTO 
TORONTO, MONTREAL, WINNEPEG, 

SALGARY, VANCOUVER 


Please send samples and literature 


HOSPITAL _ 


FLEX-STRAW Co. Int'l. ADORESS 


2040 Broadway + Santa Monica, California 


SENDS TO ANY ANGLE 

/ 
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ven light eaters are 
with Heinz Pickle 


There’s a Heinz 


RELISH—Sweet, Hot Dog, 
Hamburger and Fresh 
Cucumber 


SPECIALTY —Sweet Mixed 
and Sweet Sticks 


2 


51.00 PICKLE FORK FREEE 


Yet one of these beautifully designed Wm. oger siiver-piated pickle 
forks ($1.00 value) FREE! Just fill out and mail the coupon below. Your 
free pickle sample and free fork will be sent to you promptly. 

H. J. Heinz Co., P. O. Box 57, Pittsburgh 30, Pa. 


| would like a free pickle sample as checked below (Check one): 


Hamburger Slices Genuine Dills Sweet Sticks 

() Cross-Cut Kosher C) Fresh Cucumber Relish C) Sweet Pickles 

() Whole Kosher C) Sweet Gherkins C) Sweet Relish 

CJ Fresh Cucumber C) Sweet Midget Gherkins () Hot Dog Relish 
Cross-Cut Sweet C) Sweet Mixed Hamburger Relish 


Nome 
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City Zone 


Offer good in Continental U.S.A. and Hawaii. Void in all states where 
prohibited by law. Use for any other purpose than stipulated constitutes 
fraud. Offer limit one to a customer. Expires August 31, 1958. H-68 
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sandwiches 


ress-up ordinary sandwiches with Heinz 
Pickles to wake up the laziest appe- 
tites. This low-cost garnish makes any sand- 
wich look more attractive . . . taste even 
better! You’ll like the way Heinz Pickles 
give a tempting lift to other foods, too. For 
real flavor magic, try adding chopped pickles 
to ordinary salads. Their spicy goodness 
makes plain dishes really great. Heinz 
Pickles, costing just a penny or so per serv- 
ing, complement the finest prepared foods. 


@So by all means serve Heinz pickles. 
They’re always tempting, crisp and flavorful. 
That’s because they’re made with the finest 
ingredients . . . Heinz own tender-skinned, 
select cucumbers, sparkling Heinz White 
Vinegar and rare spices. Just try them your- 
self and discover why more people eat 
Heinz Pickles . . . they’re delicious! 


@ Ask your salesman about the Heinz Pickles 
best for your use. Begin by ordering several 
of Heinz 15 Pickle varieties. 


Pickle for Every Purpose 


ECONOMICAL CROSS CUT— 
Hamburger Slices, Kosher Dill, 
Sweet and Fresh Cucumber 


UTILITY, ALL PURPOSE WHOLE— 
Kosher Dill, Sweet Gherkins, 
Genuine Dill, Sweet Pickles 
and Sweet Midget Gherkins 


Pickles 


NOBODY MAKES PICKLES LIKE HEINZ 
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QUICK TRICK TO 
TASTIER TARTAR SAUCE 
@ Combine equal parts Heinz Salad Dress- 


ing and Heinz Sweet Relish. Thrifty, easy 
.. more delicious than ready-made sauces. 


eee 
at 
‘ 
> 


Salad makes 


your salads tastier 


@ Tempt sagging appetites with dishes 
made with new Heinz Salad Dressing. 
Its improved flavor and consistency 
really perks up ordinary salads and 
sandwiches. And Heinz new process 
keeps this tastier Salad Dressing uniform 
in quality from the top of the jar to the 
bottom. It’s your assurance against 
waste. Order new Heinz Salad Dressing 
next time your salesman calls. Also ask 
him about full-flavored Heinz French 
Dressing. It’s a silken-amooth, homoge- 
nized blend of vegetable oil, Heinz 
White Vinegar, and tomato purée. 


yee Heinz 
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OLD FOODS IN NEW DRESS 


Many new products have come about so naturally and gradually 
that we hardly consider anything has been done, but here are a few 
items, new or improved, that we did not have a few years or even 
months ago: midget marshmallows; canned pound cakes; canned nuts 
in institutional pack; new flavors of gelatin packed in tin cans; 
canned shoestring potatoes; frozen soups; instant powdered vichy- 
soisse; pickled cranberries, cauliflower, green pepper rings and 
Brussels sprouts; chicken broth, and sliced cheeses of all kinds. 

Among the many “‘new-old”’ foods are vacuum packed corn, now 
cooked in 7 minutes instead of the former 55 minutes; instant potatoes, 
one case equal to 60 pounds; dehydrated onions, one pound equals 
9 pounds fresh; low moisture fruits, no longer sun dried but actually 
demoisturized; minute rice; pregelatinized starch for pies that makes 
the preparation of cherry pies a matter of minutes; instant whole 
milk, and many others. 

Other new or improved food items on the market are concentrated 
mayonnaise and salad dressing mixes; portion controlled packets of 
catsup, syrup, mustard, jams and jellies; ham shanks in cans; instant 
tea and coffee; blue sugar; canned buttered apple halves or rings; 
canned red and green pear halves; monosodium glutamate; con- 
centrated tomato juice; crackers of different kinds (cinnamon grahams, 
chocolate grahams) and prepeeled and cut fruits and vegetables 
(potatoes and apples).—GERALD G. RAMSEY, director of food serv- 
ices, Southern Methodist University, Dallas, Tex, in an address before 
the American Hospital Association Institute on Dietary Department 


Administration, Dallas, Tex., January 1958. 
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dent cannot put off study until 
tomorrow. 

The dietitian in each of the 
training hospitals receives a study 
manual, so that the student may 
have the same opportunity for 
practical experience as _ students 
in other hospitals cooperating in 
the course. The supervising die- 
titian plays the role of instructor, 
supervisor and general source of 
information. Her interest, enthu- 
siasm and support must be sincere 
and genuine if the student food 
service supervisor is to benefit. 
The dietitian may also act as 
monitor to the written examina- 
tions given during the course; 
however, she may not proctor the 
final examination. The proctors 
are designated by Pennsylvania 
State University. 

Lesson assignments and exami- 
nations are sent by the dietitian 
to the University instructor, and 
likewise, the instructor returns all 
papers to the dietitian. The die- 
titian in turn places them in the 
hands of the student. Thus the die- 
titian keeps a close check on her 
student’s progress. 
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In addition to the regular text- 
book, the course requires addi- 
tional reference books. These are 
made available to the student by 
the hospital. Each unit of the 
course has special textbook as- 
signments. 


REQUIREMENTS AND COSTS 


The following specific require- 
ments have been set up for the 
student before he or she can be- 
gin the correspondence course: 


Pat 


1. High school graduate or the 
equivalent. 


2. Supervisory ability and 
leadership. 
3. Evidence of interest in food 


preparation and food service. 

4. Endorsement by the adminis- 
trator and the dietitian of the hos- 
pital in which the trainee wishes 
to affiliate for training. 

5. Fulfillment of the health re- 
quirements for dietary department 
personnel of the hospital with 
which she is to become affiliated. 

The approximate cost of the 
course to the student or to the hos- 
pital is as follows: 


$ 2.50 Endorsement fee 

$44.00 Registration fee 

$ 6.00 Cost of textbook—plus 
Pennsylvania State Sales 
Tax 

$ 6.95 Cost of each standard 
uniform (approximate) 

$59.45 TOTAL 


Complete information concern- 
ing the cost and other aspects of 
the course may be obtained by 
writing to the Department of In- 
stitution Administration, College 
of Home Economics, Pennsylvania 
State University, University Park. 

It is the hope of the committee 
that hospitals without an ADA die- 
titian and those which believe they 
have truly worthwhile candidates 
whom they would like to sponsor 
will work out an agreement with 
a nearby qualified hospital to train 
their students. The committee 
feels this is an effective way of 
sharing resources, assisting others 
to improve their economic status 
as well as improving the health 
services available to the com- 
munity. 


NOTES AND COMMENT 


June | marks start of summer cycle menu 


June 1 marks the beginning of the summer cycle in the American 
Hospital Association selective cycle menu service. This service features 
a 21-day selective menu for each season of the year and each region of 
the country. There are separate menus for the following regions: Mid- 
west, South-Southwest, East and North-Northwest. 


The summer menus are for use 
through August 31. For this period 
the same menus repeated 
every three weeks. 

Summer cycle menus for the 
Midwest were published in the 
April 1 issue of HOSPITALS, JOUR- 
NAL OF THE AMERICAN HOSPITAL 


ASSOCIATION. The South-Southwest 
menus appeared in the April 16 
issue of this Journal. The summer 
menus for hospitals in the East 
and North-Northwest were fea- 
tured in the May 1 and 16 issues, 
respectively. Each set of menus 
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includes weekly market orders for 
perishables. 

The fall cycle menus. will be 
published in the July 1, July 16, 
August 1, and August 16 issues of 
this Journal. 


Servicemen want salads, 
vegetables, Army reports 


Dietitians and homemakers who 
have a difficult time convincing 
menfolks that salads and fresh 
vegetables are good for them will 
be interested to learn that their 
“talking” has borne “fruit.” In a 
recent issue of the U. S. Armed 
Forces Medical Journal, Lt. Col. 
Lyman C. Frick reports that U. 5. 
groups in foreign lands have ex- 
pressed disappointment over salad- 
less meals and the absence of fresh 
vegetables in the diet. He said that 
U. S. servicemen have become ac- 
customed to eating fresh raw 
vegetables in their homes in Ci- 
vilian life and they expect to see 
these foods regularly wherever 
their tour of duty takes them. 

Colonel Frick states that in the 
Far East he has found that “a salad 
of lettuce, tomatoes, green peppers, 
carrots and green onions mixed 
with a savory dressing is as great 
a morale factor [to servicemen] 
as fresh milk, meat and ice cream.” 

Since it is very difficult to obtain 
clean, safe vegetables in the Far 
East, Colonel Frick reports the 
Army has had to set up hydroponic 
farms, to bring in vegetables from 
great distances by refrigerated 
ships and to develop safe supplies 
from inspected and approved farms 
to supply the demands of the serv- 
iceman. 


New leaflet answers questions 
on diet and heart disease 


Does the food you eat have any- 
thing to do with heart disease? 
Do certain diets prevent heart 
diseases, cause or cure them, or 
make them better or worse? 

A new leaflet titled What We 
Know About Diet and Heart Di- 
sease summarizes what is known 
to medical science by way of an- 
swers to these questions. The 
leaflet was issued recently by the 
American Heart Association and 
its affiliates. The leaflet was pre- 
pared in response to hundreds of 
inquiries from the public. 
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Although it is known that fatty 
substances may collect in the 
lining of the coronary arteries 
which supply blood to the heart 
muscle, and thus interfere with 
the blood flow, the leaflet empha- 
sizes it has not been proved that 
these fatty substances in the 
arteries are connected with the 
fat in food. No recommendation 
can be made, therefore, that the 
general public- cut down on fats 
as a means of preventing heart 
attacks. This dees not rule out, 
however, the prescription of spe- 
cial low fat diets for individuals 
under regular medical care. 

In the leaflet it is also noted 
that low fat diets may be pre- 
scribed for persons who are over- 
weight. Overweight, the leaflet 
stresses, adds to the work of the 
heart and is a health hazard 
whether or not a person has heart 
disease. 


The relation between sodium 
and cardiovascular disorders is 
also discussed. It was reported 


sodium is present in almost every- 
thing we eat, most commonly as 
table salt. In persons, with some 


disease, 
sodium in 
the diet to help prevent fluid ac- 
cumulations. 

Copies of the leaflet are avail- 


types of cardiovascular 


doctors often reduce 


able from the American Heart 
Association, 44 E. 23rd St., New 
York 10, N.Y., or from local heart 
associations. 
Army offers program 
for graduate dietitians 
The Army Medical Specialist 
Corps’ new program will give as- 
sistance to the graduate dietitian 
desiring further education. Upon 
completion of graduate work, she 
must serve as a staff dietitian in 
an Army hospital for two years. 
Applicants must have a BS. 
degree; have completed a dietetic 
internship, and now be enrolled as 
a fulltime graduate student in a 
college or university offering a 
master’s degree in foods and nu- 
trition or institution management. 
Further information on the pro- 
gram can be secured from the 
Headquarters Fifth U.S. Army, 
1660 E. Hyde Park Blvd., Chicago 
15, UL 


Easiest to learn... most natural to operate 
Requires no highly skilled personnel! 


Dietary System 


The simple, notural, efficient system that assures 
the specified menu for every patient. Can be op- 
erated by any employee ... frees nurses for full- 
time nursing duties . gives dietitian complete 
control over makeup of trays. Serves food ac- 
curotely — hot, palatable, FAST! MERCURY 
CONTROL results in less waste . . tremendous 
saving in food requirements. 


¢ Simple to load — meals dished up complete and 
tray checked for accuracy before leaving the 
kitchen. 


* Fastest to load and unload (3 minutes). 


* Delivers the complete tray — everything dished 
up and ready to go with JUICES AND LIQUIDS 
RIGHT ON THE TRAY; only conveyor accom- 
modating STANDARD 10 or. glass. . . a Mer- 
cury exclusive. 


* Heated section keeps food hot EVEN WITH 
THE DOOR OPEN — a Mercury exclusive! 


¢ Refrigerated section (optional) built airtight like 
@ commercial refrigerator; “a H.P. heavy duty 
sealed compressor can be adapted to conveyor 
at any time, a Mercury exclusive! 


e Utilizes STANDARD trays and dishes available 
from any source — a Mercury exclusive! 


Ask about a free 


FREE DEMONSTRATION 


demonstration in own hospital 
fo buy. WRITE FOR LITERATURE AND COMPLE 


ilustrated: ‘““Junior-22 
Deluxe” with optional 
self-contained refrigera- 
tion unit. 


* Most sanitary on the market; everything inside 
closed cabinets; slides easily removable for wash- 
ing in dishwasher. 

«Ruggedly built by manufacturer with 23 years 
experience in the heavy gouge kitchen eaquip- 
ment industry. Mercury “stands the gaff"’. 

« Available in two capacities; 22 trays and 30 
trays — a Mercury exclusive! 


... with no obligation 


TE INFORMATION. 


STEELE-HARRISON MFG. CO. 
914 W. Main St., Peoria, Illinois 
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STERILIZATION 


The PRO-TEX-MOR INDICATOR MARK 
changes color ONLY under proper 


sterilization. 


Write for samples and prices... 
or contact your Hospital or 
Surgical Supply Dealer 


OTHER PRO-TEX-MOR DISPOSABLE MEDICAL PRODUCTS 


Single and “Duet” Syringe Sterilizer Bags 
¢ Bedside Waste Disposer * Catheter 
Sterilizer Bags * Waste Can Liners ¢ Puro- 
Cap Nipple Covers * Disposable Bed 
Underpads « Vinyl Mattress and Pillow 
Covers * X-Ray Film Storage Envelopes »* 
Disposable Urinal Covers * Examination 
Gowns © Jumbo Waste Can Liners « Bed 
Pan Covers 
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e Effective 
e Accurate 
© Convenient 


another Pro-Tex-Mor, first... 


AVAILABLE NOW ON 
A COMPLETE LINE OF 
STERILIZER BAGS 
AT LOW COST 
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MEDICAL DIVISION 
CENTRAL STATES PAPER & BAG CO. | 
5221 NATURAL BRIDGE, ST. LOUIS 15, MO. | 
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THIS IS THE WAY WE WASH 


RADITION IS NOT an unmixed 

blessing. Sometimes it serves to 
stabilize what otherwise would 
change too fast. At other times 
it stands in the way of needed im- 
provements. Often it is used as 
a haven for those who are un- 
comfortable in the face of change 
but who can think of no good rea- 
son to oppose it. Unfortunately 
this attitude is encountered when 
questions are raised which appear 
critical of established hospital pro- 
cedures and standards. 

The most frequent answer to 
such questions is, “Well sir, we’ve 
always done it that way”. This is 
the answer given to the question 
the writer has been asking for 
some years: Why do we set hos- 
pital lavatories too low for comfort- 
able hand washing? “That way” 
varies from as little as 26 inches 


E. Todd Wheeler. F.A.1.A., is associated 
with the architectural and engineering 
firm of Perkins and Will, Chicago, II1., 
and White Plains, N.Y. 
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by E. TODD WHEELER 


The tradition of setting lavatories 
at back-breaking heights of from 26 
to 31 inches floor to rim has been 
long due for overthrow, the author 
contends. Especially in hospitals, 
where such fixtures should be de- 
signed with comfort of the patient as 
foremost consideration, the logic of 
setting lavatories at the more com- 
fortable height of 36 inches is espe- 
cially strong, he argues. 


floor to rim to as much as 32 
inches, seldom higher. Naturally 
there is no one perfect height for 
all persons, yet there is much evi- 
dence favoring a higher setting 
than the present standard. Thirty- 
four inches would be satisfactory, 
but 36 inches is greatly to be pre- 
ferred. 

The fixture manufacturers have 
standardized on 31 inches, except 
for one old fashioned barber shop 
fixture shown at 32 inches. No 
manufacturer is yet brash enough 
to take the bow! by the horns and 


OUR HANDS 


put it in at the more comfortable 
height of 36 inches. Nor do most 
architects. 


HOSPITAL LITERATURE SILENT 


For the most part, hospital 
literature is silent on this prob- 
lem. Logically, for individual use, 
the height of the lavatory should 
be adjustable. Certainly a device 
could be designed to raise and 
lower the lavatory, even an auto- 
matic device gauged to the height 
of the user. But its probable cost 
and the necessity to maintain it 
seem to preclude any great popu- 
larity. 

Assuming the height must be 
fixed, the writer contends that 
most of our hospital lavatories are 
set too low and could well be set 
at a more comfortable height at 
no added cost. 

Except for lavatories with legs, 
which are seldom used in hospi- 
tals, the standard basin can be 


and maintenance 
30° 
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installed at almost any desired 
height. All it takes is a change in 
the roughing-in dimensions shown 
on a drawing; in short, a break 
with tradition. This break is 
harder to make than one might 
think, but not so hard that it 
can’t be done. If architects were 
convinced of the validity of these 
contentions and specified a stand- 
ard height of, say, 36 inches floor 
to rim, it would not be long be- 
fore the change became universal 
and we would have initiated a 
new tradition to last until in- 
creasingly taller generations dis- 
carded it. 

It seems probable that the lower 
heights of 28 to 30 inches, which 
are the most common, come from 
the fact that the pioneer lavatory 
was a metal basin (later porce- 
lain) resting on a table. The table 
height of approximately 29 inches 
was fixed by what was comfortable 
for a person seated on a chair or 
a bench. The bench height of 18 
inches is what is comfortable for 
the person whose legs are of aver- 
age length. 


BASIN LOWERED 


Later on refinements of the mov- 
able basin included setting it in a 
recess, but instead of raising the 
enclosing surface (table top) to 
the rim of the basin, which would 
have resulted in a comfortable 
height for the bottom of the bowl, 
the basin was lowered into the 
table top, probably because the 
table came ffirst and hence its 
height was more firmly fixed in 
the designer’s mind. Certainly the 
intent was not to make it possible 
to sit down to use the basin. In 
any case, the height was reduced 
and back bending began. 

Before long a hand pump was 
located next to the basin to give 
a convenient water supply. Still 
later, piped water and a drain 
pipe were introduced, forming the 
main elements of the modern lava- 
tory. But in this evolution’ its 
height remained traditionally at 
the table level. 

Kitchen sinks were once set as 
low as today’s lavatories, but more 
than a generation ago, housewives, 
suffering from dishwashing back- 
ache, began to protest the uncom- 
fortable height. They resorted to 
washing dishes in a pan set on the 
sink drainboard to give added 
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height—actually a step backward. 
This was inconvenient and _ it 
wasn’t long before the sink level 
was raised. Scientific—or at least 
extensive—studies showed that 36 
inches floor to rim was a comfort- 
able working height for all but the 
tallest housewife and for all kitch- 
en operations except hand mixing 
or beating. Sink counters are now 
universally set at the greater 
height. 


SAME OLD HEIGHT 


But for the lavatory apparently 
the length of time in use was not 
enough to cause housewives back- 
ache and force a similar change, 
for the lavatory is still at the same 
old height. 

The evidence in favor of 36 
inches instead of 30 inches is 
largely subjective. More than 20 
years ago the firm with which the 
writer is associated initiated a 
higher setting for lavatories in 
residences. At first there.was some 
concern over the presumed prob- 
lem of use by small children, but 
it was found that most children 
are tall enough to use a lavatory 
(or kitchen sink) 36 inches high 
by the time they learn to wash 
their own hands. Without excep- 
tion, the family reaction was 
favorable. 

More recently (for about the 
last 10 years) the writer has been 
seeking to apply the 36-inch 
standard height to all hospitals 
on which he has worked. Starting 
with a 400-bed hospital in Chi- 
cago and including more than a 
dozen other hospitals with a total 
capacity exceeding 2000 beds, per- 
haps four thousand lavatories 
known to the writer have been set 
at 36 inches floor to rim. Of hos- 
pitals throughout the country 
visited by the writer, a number 
have been discovered using the 
higher standard, but the majority 
follow tradition. 

The users like the higher lava- 
tories. Questions put to nurses and 
others have universally brought 
favorable responses, although in 
many cases the nurses did not 


know that the lavatories were 
higher than standard. 
It cannot be honestly repre- 


sented that a lavatory set at 30 
inches is harmful to the user, 
backache or not, but one set at 
36 inches is appreciably more 


comfortable for. frequent use. 

Obstacles to the suggested 
change are largely those of human 
inertia. Any change from standard | 
practice means instructing work- 
men to do things differently from 
their wont. This involves a clear 
specification and close supervision, 
but not much more than that. If 
the plumber is advised in advance 
(usually several times) to rough 
in his supply and waste lines for 
the new height, he is quite willing 
to do so, especially if it is clearly 
specified. If he misses that require- 
ment and roughs in for the lower 
height, however, he is quite likely 
to resist changing his installation 
and to contend that the 36-inch 
height is wrong and should not 
be used even though specified. 

On one job, the roughing was 
set at standard height before it 
was caught, but the plumber was 
allowed to leave it as installed 
when he offered to furnish the 
tail-piece extensions necessary to 
connect the traps and the lavatory 
waste outlets. This was satisfac- 
tory, although it did produce a 
rather long-waisted appearance. 
On another job, the plumbers re- 
luctantly set the lavatories in the 
hospital at the specified height of 
36 inches but they couldn’t bring 
themselves to believe the lava- 
tories were meant to be so high 
in the nurses’ quarters. So, after 
consulting with the job superin- 
tendent and engaging in consider- 
able debate, they decided to split 
the difference and set these at 33 
inches. 

These problems of enforcing the 
specifications appear to be almost 
the only obstacle to be encoun- 
tered. Questions of reconciling the 
height of the lavatory with the 
location of mirrors, bath acces- 
sories and lights conceivably may 
arise, but such questions can easily 
be foreseen and covered by an 
elevation drawing. With the grow- 
ing use of counter lavatories, it 
seems even more natural to set 
them at the accepted work counter 
height. 

For comfort and ease of use, 
setting the lavatory 36 inches 
floor to rim is both effective and 
possible. All we have to do is to 
ask for it, have the architect spe- 
cify it that way, and see that the 
plumber follows the specifica- 
tions. 
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Crane hospital plumbing fixtures 


were designed for your hospital 


The scrub-up sink that doctors helped design. 
| The Mayo permits scrubbing up to the shoulder without 
@6touching the fixture. It's made of Crane Duracilay—an 

| exclusive smooth ceramic— won't crack, craze, or stain. 


> ¥ 


Today’s modern hospitals require a wide variety of specialized 
hospital fixtures . . . fixtures especially designed by medical and 
hospital authorities for specific use. 


That’s why the Crane line was developed with the help of doctors, 
technicians, administrators, architects and engineers, with your 
specific needs in mind. 

One of the results of this cooperative effort was Crane Duraclay 
—a special all-ceramic material. Duraclay was developed for large 
fixtures, especially those subject to extreme thermal shock and 
vigorous cleaning. Its smooth, heavily glazed surface won't crack 
or craze. It resists acids, staining, and pitting. So it can be kept 
spotless (and aseptic) easily —for years. 


Remote control is more than con- 


venient. Many Crane fixtures are Crane design embraces many other features that help fight cross- 
equipped with foot-operated valves (or infection —such as foot- and knee-operated valves that furnish water 
knee valves as in the Mayo above) that 
eliminate faucet handles as a means of without hand contact. Why not discuss this with your architect 
germ transmission. before you build or remodel? 


CRANE CO. 8365. Michigan Ave., Chicago 5 - VALVES - FITTINGS - PIPE - PLUMBING - KITCHENS - HEATING - AIR CONDITIONING 


PREFERRED 


PLUMBING 
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FOR THE FIRST 


a truly aqueous ONE-VIAL preparation 


FOR SAFE ANTI-INFLAMMATORY THERAPY 


The expanding needs for anti-inflammatory action virtually free of side effects can now be 
satisfied with CHYMAR Aqueous. CHYMAR Aqueous quickly abolishes—and prevents— 
inflammation of all types. It dissipates inflammatory swelling, with an ensuing improve- 
ment of local circulation, reduction of pain, and promotion of healing. Combining Chymar 
Aqueous with antibiotics is indicated in the treatment of infected wounds and in the pro- 


phylaxis of lesions prone to infection. 


CHYMAR Aqueous is crystallized chymotrypsin in = HYM AR GUOOUS 


sodium chloride injection for intramuscular adminis- 
tration. In 5 cc. multiple dose vials. Systemic Anti-inflammatory 


5000 Armour Units per milliliter. Stable for one year 
if refrigerated. 


aN THE ARMOUR LABORATORIES 
A DIVISION OF ARMOUR AND COMPANY + KANKAKEE, ILLINOIS 
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SELECTION AND CARE OF SURGICAL INSTRUMENTS 


PART 1: 


Part | of this two-part article on 
the manufacture, testing and care of 
surgical instruments explores the ma- 
terials used in making instruments, 
how these materials were developed, 
and why the purpose of the instru- 
ment usually determines its composi- 
tion and mode of manufacture. 

In Part Il, to appear in the June 16 
issue of this Journal, the author dis- 
cusses various tests that can be used 
in estimating the quality of a surgical 
instrument and tells how proper care 
of instruments can reduce their cost 
to the hospital by 25 per cent. 


A BASIC CONSIDERATION in a dis- 
cussion of the selection and 
care of surgical instruments is the 
very material or materials of 
which they are made—how these 
materials affect the usefulness and 
durability of the finished product. 

A hundred years ago or so, 
bronze and iron were used for 
making surgical instruments. 
There was no need for any kind of 
a protective coating such as plat- 
ing because the practice of boiling 
instruments had not been adopted. 
By the time this practice was 
taken up, instruments were being 
made of steel. Most metals corrode 
more rapidly in an atmosphere of 
heat and high relative humidity, 
such. as is found in a water steri- 
lizer or autoclave, so until mstru- 
ments were boiled no protective 
plating such as silver, nickel or 
chrome was necessary. 

With the advent of sterilization 


George M. Wallerich is president of V. 
Mueller and Company, Chicago. 
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by boiling it became necessary to 
provide a protective coating for 
the instruments. Nickel was used 
for this purpose on most instru- 
ments. 

Today a large number of metals 


are used in the manufacture of 
surgical instruments. Most alloys 
now used did not exist 15 or 20 
years ago. Some of the more com- 
monly used metals for modern 
instruments are the following: 


not boiled. 


A BRIEF HISTORY OF INSTRUMENT MAKING 


NTIL AROUND the middle of the nineteenth century, surgical in- 
U struments were made by armorers, artisans whose main occupa- 
tion was fashioning weapons for warfare, and by cutlery makers. 
The instruments were made mostly of bronze, and, of course, iron. 
There was no corrosion problem then because instruments were 


The first surgical instrument factory as such was founded in 1868. 
Until that year, armorers and blacksmiths made instruments for 
individual surgeons as they were required. There was no central 
factory making a variety of instruments. 

By the middle of the nineteenth century small industries were 
springing up in Central Europe, particularly in Germany. It was in 
Germany that two cutlery centers arose. One of these centers, the 
town of Solingen in the industrial northwest part of Germany, is 
still the cutlery center of the world. Solingen prospered and grew 
because of railroads built in that part of Germany to haul iron and 
steel products that were manufactured and processed there. 


OTHER CENTER WITHOUT RAILROAD 


The other German cutlery center was Tuttlingen, a small town 
in the Black Forest region. Tuttlingen, with no railroad, could not 
compete with the cutlery makers of Solingen. So Tuttlingen cutlery 
makers banded together under the leadership of two of their num- 
ber, Jetter and Scheerer, and set up a factory. Instead of making 
cutlery, however, they made surgical instruments, selling them to 
those men who were formerly armorers or blacksmiths and who 
made. instruments for individual surgeons. The firm of Jetter & 


(Continued on page 66) 
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Scheerer exists today. It is the largest single instrument factory 
in the world, employing more instrument makers than are employed 
in the whole of United States. 

Until World War I, over 80 per cent of surgical instruments used 
in this country were imported from Germany. Of the remainder, 
some came from Sweden, some from Switzerland, and some from 
Austria. When World War I cut off these imports, what few instru- 
ment makers there were in this country were enlisted to build up an 
industry here as rapidly as possible in order to supply both the 
American armed forces and the rest of the Allies. 

After the end of the war, however, the importing of instruments 
from Germany was resumed. Even with a protective tariff that at 
one time was as high as 60 per cent, U. S. manufacturers could not 
compete with the German instrument makers. The cost of labor in 
Germany was simply so low that it was not possible to build up a 
sizable industry here. (In instrument making, the cost of labor is 
90 per cent or more of the total cost of the product.) This situation 
prevailed until a few years before World War II. 

When Germany invaded Poland in 1939, there was still only a 
very small instrument industry in the United States. Only a few 
hundred instrument makers were available. Just before 1939, the 
federal government began encouraging U.S. manufacturers to ex- 
pand, to make more tools and dies in preparation for an anticipated 
heavy demand for surgical instruments. 


OTHER INDUSTRIES ENLISTED 


When World War II broke out, there were enough instrument 
makers and enough equipment to get other industries started making 
instruments. Soon manufacturers of table silver and other makers 
of small metal products were turning out surgical instruments. They 
were usable but they were not fine instruments, and as soon as the 
war was over these companies returned to making the things they 
knew best. 

There are still tariffs on imported instruments, but the cost of labor 
in Germany is just about one fourth of what it is here, so again it is 
difficult for U.S. manufacturers to compete with those in Germany. 
Sweden, on the other hand, has very high labor rates; for this reason, 
Swedish instruments generally are more costly than those from 
Germany. 

Today the manufacturing of surgical instruments has reached a 
high stage of refinement. Research into the development of finer 
alloys and more accurate quality contro] techniques is a permanent 
part of the picture. Not surprisingly, the cost of making instruments 
is also high for some of the same reasons—the cost of labor being 
the chief one—that hospital costs have risen. Instrument making is 
not a mass production operation. As the cost of labor goes up, so 
will the cost of products and services that require a proportionately 
large amount of labor.—G. M. W. S 


Copper. A soft, malleable, mod- 
erately corrosion-resistant metal, 
copper is used for flexible re- 
tractors, probes, and the like. Be- 
cause it is soft, a copper instru- 
ment is usually silver plated, 
inasmuch as the silver is also very 
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soft and will not tend to peel or 
chip when the instrument is bent. 

Brass. A combination of ap- 
proximately 70 per cent copper 
and 30 per cent zinc, brass is less 
expensive than _ stainless steel. 
Brass is easy to work and per- 


fectly adequate for many instru- 
ments. 

Nickel silver. This fairly soft 
metal is a combination of copper, 
nickel and zinc. A_ noncorrosive 
metal, nickel. silver is used for 
making such items as inexpensive 
trachea tubes (the more costly 
ones are made of sterling silver). 

Carbon steel. This iron alloy is 
available in a wide variety of 
grades and hardnesses. Carbon 
steel rusts quite rapidly and must 
be protected with some type of 
coating to prevent corrosion. Car- 
bon steel is largely being replaced 
by stainless steel. 

Stainless steel. Most stainless 
steels contain small amounts of 
carbon steel, but are basically al- 
loys of nickel, chromium and cer- 
tain other metals. 

Other special! alloys. Metals such 
as “vitallium’”’, tantalum, and 
other or the rarer metals and al- 
loys are coming into more wide- 
spread use because of their rela- 
tive inertness when used as 
prostheses. 

NICKEL AS PLATING 


Until the late 1920s, nickel was 
used to coat brass instruments 
instead of silver, thus eliminating 
the tarnish factor. Nickel -is rather 
soft and is corrosion-resistant. It 
maintains a fairly bright finish 
and has a slightly goldlike color. 

Chromium itself is extremely 
hard, Under a microscope it has 
a flaky appearance. Because it is 
so hard, it must first be nickel 
plated. The fact that nickel is a 
little softer than steel gives rise to 
the term “triple-chrome-plated.”’ 
That term does not mean that 
there are three coatings of chrome 
over the base metal, whether it 
be iron, steel or brass. It means 
that there has been a plating of 
copper, then a plating of nickel, 
and then a plating of chrome. 
Chrome will not adhere to steel 
because both metals are very 
hard, hence the layer of copper 
between. The nickel is a little 
harder than the copper, so it is ap- 
plied over the copper. Finally, the 
nickel is plated with chrome. 

It was during the early 1920s 
that stainless steel made its ap- 
pearance. Stainless steel is noth- 
ing more than the familiar com- 
bination of carbon steel, nickel 
and chrome, but with one im- 
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Oral Surgery 


Functional beauty was the guiding concept in the con- 
struction of this new addition to McKennan Hospital, 
Sioux Falls, where skilled use of color interiors com- 
plement the clean architecture of the building. This 
concept was carried through even to the selection of 
St. Charles Steel Casework in color. 

St. Charles’ quality, dependability and ability to 


Case 
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Hospital 
Casework by 


At McKennan Hospital, Sioux Falls, S. D. 


Arch.: Harold Spitznagel & Assoc. 


General Laboratory 


meet special requirements are fast making Casework 
by St. Charles synonymous with the best in hospital 
equipment. Perhaps our skilled personnel and modern 
construction facilities can serve you too. Inquires will 


receive prompt attention. 


A request on your letterhead 

will bring our 

40-page catalog, 

“St. Charles Hospital Casework.” 


ST. CHARLES MANUFACTURING COMPANY, DEPT. HH-6. ST. CHARLES, ILLINOIS 
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portant difference: the metals are 
alloyed together instead of the 
carbon steel having a coating of 
nickel and chrome. 

Varying these alloys produces 
stainless steels of many different 
qualities. Approximately 15 dif- 
ferent alloys are used today in 
making surgical instruments, the 
quality depending on the purpose 
of the instrument. Some instru- 
ments must be springy, others 
tough, some must be very hard, 
some soft, and so on. 


The first acceptable stainless 
steel instruments came from 
Sweden. These stainless steels 


were developed in that country | 


for two reasons. First, Sweden 
had an excellent source of very 
pure iron ore, the purest the world 
has ever known. With pure iron, 
alloys could be formulated with 
much more accuracy than with 
iron containing many impurities. 


Second, Sweden had a smal] flexi- - 


ble steel industry geared to pro- 
duce small quantities of the many 
special alloys needed by research- 
ers in their tests. 


SWEDISH INSTRUMENTS EXCELLED 


For more than a decade—in 
fact, right up to the beginning of 
World War II, stainless steel in- 
struments from Sweden were 
acknowledged as among the 
world’s best. They did not corrode, 
they were tough, they did every- 
thing instruments should do, and 
they embodied excellent work- 
manship. Today the steel indus- 
tries of the United States and other 
countries have equaled ‘and, in 
some cases, surpassed the quality 
of product formerly available only 
from Sweden. 

If stainless steel is nothing more 
than a mixture of carbon steel, 
nickel and chrome, and if 90 per 
cent of the cost of an instrument 
is for the labor involved, the 
question might well be asked, 
What makes stainless steel instru- 
ments so much more expensive 
than other types? 

The difference in cost between 
carbon and stainless steel is really 
very little. The difference in cost 
between carbon and stainless in- 
struments arises from the fact that 
the stainless is so much harder to 
work. An ordinary hardened file 
lasts 10 times longer when used 
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to file carbon steel than it does 
filing stainless steel. Similarly, 
heavier drills and machines must 
be used in finishing the instru- 
ments. 


TWO TYPES OF STAINLESS 


There are two general types of 
stainless steel, with a number of 
different varieties in each cate- 
gory. The first type is the carbon 
steel-nickel-chrome alloy. It is 
used for making scissors, forceps, 
or any kind of instrument which 
must withstand a great deal of 
stress, or which must be hard 
and extremely durable or have a 
good cutting edge. 

The second: type of stainless 
steel is known as “18 and 8”. This 
designation refers to its composi- 
tion of about 18 per cent chrome 
and 8 per cent nickel. This steel 
contains a trace of carbon. It is 
the material used for making 
basins, jars, counter tops, operat- 
ing table tops, and so on. It is 
softer and more corrosion resist- 
ant, but it cannot be tempered and 
hardened as can a true stainless 
steel. In instrument making, the 
metal is used for retractors, tubes, 
bronchoscopes, and similar items. 

These two types of metals are 
worked in a number of different 
ways, depending again on the 
purpose of the instrument. The 
metals can either be forged or 
cast into the shape of the instru- 
ment, or in some cases, rough 
shapes can be stamped out of sheet 
metal. 

When steel is forged, the grain 
structure is changed in such a way 
that the metal is strengthened. All 
the molecules are aligned in one 
direction so that, to make a com- 
parison with living tissue, it is 
more like a muscle. 


CASTINGS NOT SO TOUGH 


A less expensive method of 
forming metals is by casting. In 
casting, the molten metal is poured 
into a form, either of sand or iron, 
and allowed to cool. 

Casting metal produces some- 
thing comparable to fatty tissue. 
It is not as tough, it is not re- 
silient; yet it is suitable for many 
purposes. For example, an alumi- 
num mallet used in bone surgery 
can be cast because there is no 
need for the extra strength pro- 
duced in forging. Incidentally, the 


mallet is made of aluminum be- 
cause it is light and because it 
will not strike sparks. If a steel 
hammer were used on a steel or 


alloy hip nail, a spark might 
result. With aluminum this never 
happens. Furthermore, when 
something is struck with alumi- 
num, which is nonresilient metal, 
there is no rebound. Bone mallets 
can also be made of brass. 

Some instruments, hemostats and 
scissors, for example, are always 
made as forgings. They must be 
both resilient and strong. Scissors 
must hold a good cutting edge. 
After they come out of the forging 
die they are extremely hard, and 
must be softened before they can 
be finished—a matter of many 
separate operations. In fact, 
around 80 separate operations are 
necessary to convert a hemostat 
or scissors from a rough forging 
to the finished instrument. 


SOME INSTRUMENTS STAMPED 


Very simple instruments such 
as retractors can be stamped out 
of sheet metal. In the case of re- 
tractors, the metal can be either 
copper or steel. The old “army 
retractor” is made of stainless 
steel. Because of the size and 
weight of the instrument, it is not 
necessary to use steel that must be 
tempered. The “18 and 8” variety 
is quite satisfactory. It is a fairly 
simple process—one of the few in 
the instrument making industry— 
to punch retractors out of sheet 
stock, form them and polish them. 

Some instruments are made by 
a combination of methods men- 
tioned above, which are by no 
means the only ways of forming 
metals used by the instrument in- 
dustry. Precision casting, hand 
forming, extruding, and other 
processes may all be used in mak- 
ing instruments, but generally to 
a lesser degree. 

Most important is the proper 
choice of the particular alloy to 
be used in making an instrument, 
the particular method to be used 
in forming the metal, and the type 
of finish desired. While many of 
these choices are determined by 
an engineering approach, a great 
deal of knowledge and skill are 
required on the part of the instru- 
ment maker as he determines just 
how the instrument shall be made. 

(To be concluded next issue) 
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Suction floor polisher (11C-1) 


Manufacturer's description: This unit 
cleans and polishes. simultane- 
ously, thereby eliminating the 


need for sweeping and dust mop- 
ping before polishing. The ma- 
chine reduces the frequency of 
wet mopping and waxing, because 
floor-destroying grit is removed 
into the vacuum bag. The 14-inch, 
dual-brush machine weighs ap- 
proximately 35 lbs. and is driven 
by a %-h.p. universal motor on 
permanently-lubricated ball bear- 
ings. The machine is furnished 


with one set of polish brushes, one 
set of scrub brushes and a suction 
closure plate. Progress Importers, 


Dept. H, 1102 Bedford Ave., 
Brooklyn 16, N.Y. 


Plastic furniture casters (11C-2) 
Manufacturer's description: These sturdy, 


two-piece furniture casters are 
molded of plastic to minimize 
clattering and to make it possible 
to slide large furniture about with- 
out marking or scratching floors. 
The casters give maximum pro- 
tection against marring hardwood 
or resilient floorings. The top sec- 
tion is a cup designed so that a 
furniture leg of any size centers 
itself within the caster, and the 
load is evenly distributed across 
the entire bottom surface of the 
The caster base is also 
Childlore Corp., 


caster. 
molded plastic. 
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Dept. H, 210 W. 15th St., Kansas 
City 5, Mo. 


Medical crematory (11C-3) 
Manufacturer's description: This medical 


crematory completely destroys 


diseased organic matter and other 


medical waste. It is a odorless, 
smokeless, fly-ash-free operation. 
Casings are constructed of heavy 
electrically welded steel; the in- 
teriors are 100 per cent heavy in- 
sulating refractory construction, 
with refractory temperature rat- 
ings providing an ample margin 
above the highest temperatures 
reached by controlled regulation. 
The unit is mounted on heavy steel 
skids. The units, with automatic 
ignition, use No. 2 fuel oil. Silent 


Glow Burner Corp., Dept. H, 
Medical Disposal Div., Hartford 
1, Conn. 


New product descriptions in- 
cluded in this section are con- 
densed from reports furnished 
by manufacturers and distribu- 
tors. Descriptions are included 
here for informational pur- 
poses and such inclusion does 
not constitute endorsement by 
the American Hospital Asso- 
ciation. 


24-inch ironer (11C-4) 
Manufacturer's description: Ironer is built 


on the skewed roll principle which 
tends to stretch out flatwork as it 
passes through the machine. Heat 
control is achieved by means of 
a micrometer which responds to 
changes in length of the heated 
roll due to expansion or contrac- 
tion. This heat control is made a 
function of the average length of 


> If you wish to have your name sent direct to the manufacturers of products 
and distributors of literature described in this review, check the appropriate 
items on this coupon, sign your name and address, clip and mail to the Edi- 
torial Department of HOSPITALS, J.A.H.A., 18 E. Division St., Chicago 10, Ill. 


Suction floor polisher (11C-1) 
Plastic furniture casters (11C-2) 
_..Medical crematory (11C-3) 

24-inch ironer (11C-4) 
Steam cookers (11C-5) 
.Water demineralizer (11C-6) 


tool (11C-8) 


piping (11CL-1) 
Cubicle curtains and hardware 
(11CL-2) 
rooms (11CL-3) 
call stations (1 1CL-4) 


__Static explosion safeguard (11C-7) 


PRODUCT NEWS 


All-around container (11C-9) 

Autopsy table (11C-10) 

Aluminum extension screen (11C-11) 
Vacuum cleaner hose (11C-12) 
_...New institutional soups (11C-13) 

___Anesthetist’s chair (11C-14) 
Electric door operator (11C-15) 
—_......New operating table (11C-16) 


PRODUCT LITERATURE 


Stools and tables (11CL-5) 

Radioactive waste disposal (11CL-6) 
Bandaging procedures (11CL-7) 
Parking lot planning (11CL-8) 
Glassware (11CL-9) 
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MORE HOSPITALS ARE 
USING PRESCO’S IDENTI- 
FICATION BRACELETS * 
ON BOTH MOTHER AND 
BABY! 

PRESCO’s sdentification system 
ss especially designed to meet 
the requirements of the A.H.A. 
and American Academy of 
Pediatrics. 

The fastest, easiest method for 
positive patient identification! 
Made of soft, pliable, non-toxic 
plastic, in blue or pink. Snaps 
on with slight pressure. No 
tools needed! Conforms to 
baby’s wrist or ankle. 
PRESCO’s Mother-Baby “Mul- 
tiple Ceremony” system provides 
one bracelet for mother and 
one (or 2) bracelets-anklets for 
baby. 1014” long strap. Can 
be prepared in advance. Avoids 
confusion in busy delivery 


room. “PAT. APPLIED FOR 


SEND FOR FREE SAMPLES AND CATALOG. 
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HENDERSONVILLE, N. C. 


the roll. This length is directly af- 
fected by the degree of heat in the 
roll. The 24-inch ironer is avail- 
able in two basic sizes, 110 in. and 
120 in., in both steam and gas- 
heated models. Output is rated 
from 17 to 50 ft. per min. Gasway 
Corp., Dept. H, 6463 N. Ravens- 
wood Ave., Chicago 26, Il. 


Steam cookers (11C-5) 
Manufacturer's description: 


wider and 
lower working 
height compart- 
ments, the new 
model accom- 
modates all 
standard cafe- 
teria-size pans 
which are now 
more accessi- 
ble. Foods can 
be served 
rectly from the 
pan in which they were cooked. 
With working height lowered, it 
is possible to provide as many as 
three compartments in the gas or 
electric operated units. As many 
as four compartments are avail- 
able in the direct steam unit. 
Market Forge Co., Dept. H, Ever- 
ett 49, Mass. 


Featuring 


Water demineralizer (11C-6) 
Manufacturer's description: This com- 


pletely portable water demineral- 
izing unit does not require an 
electrical outlet 
for monitoring 

water purity. 

It attaches to 
any water fau- 
cet or gravity 
flow reservoir 
and immedi- 
ately delivers 
water of high- 
est purity up 
to 14 megohm 
resistance and up to 60 gallons 
per hour. A _ built-in water 
purity indicator is operated by a 
mercury battery. The unit has a 
usable exchange capacity of 1500 
grains total ionic solids, calculated 
as NaCl. Comroe _ Laboratories, 
Dept. H, 5208 S. Lake Park Ave., 
Chicago 15, Ill. 


Static explosion safeguard 
(11C-7) 


Manufacturer's description: This unit, 
listed by Underwriters’ Labora- 
tories, is designed for testing the 
electrical resistance of ‘personnel, 


ay 


flooring and equipment in hospi- 
tal operating rooms. The unit is 
flush-mounted 
in the wall 5 
ft. above the 
floor just inside 
the entrance to 
the operating 
room. An elbow 
switch permits 
personnel test- 


ing under 
aseptic condi- 
tions. The indicator scale is in 


color and easily read. Meets re- 
quirements of NFPA Bulletin No. 
56. Conductive Hospital Acces- 
sories Corp., Dept. H, 82 W. Ded- 
ham St., Boston 18, Mass. 


Dusting tool (11C-8) 
Manufacturer's description: This new 


dusting tool has been developed to 


clean high ceil- 
ings, walls, “why 
cornices, fix- 


tures, etc., with- 
out the use of 
ladders. It con- 
sists of a feath- 
er-weight pole 
attached to a 
large wool 
duster which is 
chemically 
treated, has six 
sides to reach 
any spot, and is 
washable. The 
pole telescopes from 5-ft. to 100- 
ft. lengths. Parlee Co., Dept. H, 
300 E. St. Clair, Indianapolis, Ind. 


All-around container (11C-9) 
Manufacturer's description; This 8-gal- 


lon plastic container does double 
duty as a garbage or trash con- 
tainer, and 
pinch-hits for 
any other cov- 
ered container. 
Cushion - soft 
plastic provides 
complete  pro- 
tection to floors 
and walls, and 
is positively 
clatterproof. Seamless bottom is 
rust-proof and leak-proof, cleans 
easily and may be sterilized with 
any disinfectant. Odor-sealing 
cover with large molded-in 
handle is easy-on-and-off. Colum- 
bus Plastic Products, Inc., Dept. 
H, 1625 W. Mound St., Columbus 
23, Ohio, 
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Autopsy table (11C-10) 
Manufacturer's description: Designed for 


ease and convenience in dissection, 
this autopsy table is made of stain- 
less steel, and features seamless 
construction for complete cleanli- 
ness, The all-welded construction 
with large radius inside corners, 
complete absence of rivets, bolts, 
and lapped edges makes it easy to 


clean and keep clean. The table 
features a hydro aspirator with 
built-in automatic vacuum breaker 
and %-in. water faucet with hot 
and cold water controls with wrist 
operated handles. The Jewett Re- 
frigerator Co., Inc., Dept. H, Buf- 
falo 13, N.Y. 


Aluminum extension screen 


(11C-11) 
Manvfacturer's description: Screen em- 


bodies a new method of screening 
a bed, doorway, or creating a 
cubicle. The aluminum extension 
screen is anodized for wear re- 
sistance and extends to 70 in. in 


length and folds compactly to 7 
in. or flat against the wall. The 


screen is supported and pivots 
freely in a wall fixture. It is fur- 
nished complete with wall fixture 
and vinyl or muslin curtain. Beam 
Metal Specialties, Dept. H, Long 
Island City 3, N.Y. 


Vacuum cleaner hose (11C-12) 
Manvfacturer's description: This new 


heavy duty wet-or-dry commer- 
cial vacuum cleaner hose has been 
designed for maximum durability, 
flexibility and light weight. It is 
made of specially compounded 
neoprene for high resistance to 
abrasion, chemicals, oils, water 
and heat and is designed to elimi- 
nate collapse under extreme kink- 
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ing or high vacuum pressures. 
Durkee-Atwood Co., Dept. H, 
215-A 7th St. N.E., Minneapolis, 
Minn. 


New institutional soups (11C-13) 
Manufacturer's description: To add depth 


to institutional soup menus, four 
new 5l-ounce tins of condensed 
soup have been added to a line of 
20 soup varieties. Either milk or 
water may be added to the con- 


ANOTHER 
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Home Office: 

53 North Park Avenue 
Rockville Centre, New York 
Rockville Centre 6-0177 


Western Division: 
101 Jones Building 
Seattle, Washington 
Mutual 3691 


BY LAWSON ASSOCIATES 


ST. JOSEPH’S HOSPITAL 
ST. JOSEPH, MISSOURI 


Administered by The Daughters of Charity 
of St. Vincent de Paul 


LAWSON ASSOCIATES... 


Sunde raising 


North Central Division: 
24 North Wabash Avenue 
Chicago 2, Illinois 
Telephone: FlInancial 6-4504 


Central Division: 


3545 Lindell Boulevard 
St. Louis. Missouri 
Jefferson 5-6022 


Southwest Division: 
2015 J Street 

Sacramento 14, California 
Hickory 6-5759 
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* CHICKEN VEGETAB TURKEY 
BEEF NOODLE 
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WHEN YOU 
STANDARDIZE 
ON THE 


STAFF CHIEFS 


base decisions on exact blood- 
pressure readings. 


DOCTORS and 
NURSES 


measure bloodpressure quickly 
accurately—everywhere in 


the Rospital. 


MAINTENANCE MEN 


find repairs minimized: re- 
placement of parts simplified. 


THE ADMINISTRATOR 


saves both time and money 
for the hospital. 


BLOODPRESSURE STANDARD 
THE WORLD OVER 


IT PAYS TO STANDARDIZE ON 
THE BAUMANOMETER® 


W.A. BAUM CO.,, Inco. 


COPIAGUE, L. N.Y. 


Since 1916 Originator and Maker of 
Bloodpressure Apparatus Exclusively 
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densed chicken vegetable and tur- 
key noodle varieties. H. J, Heinz 
Co., Dept. H, 1062 Progress St., 
Pittsburgh 30, Pa. 


Anesthetist’s chair (11C-14) 
Manufacturer's description: This adjust- 


able chair is especially designed 
for the anesthetist. It is completely 
conductive to meet operating room 
safety requirements. Instant seat 
adjustment on the chair relieves 
strain and gives adequate back 
support automatically without the 
use of any tools. Base and footring 
are made of 16-gauge, steel tub- 


ing in satin finish chrome plate. 
Seat has a foam rubber cushion. 
The backrest and seat are covered 
with conductive upholstery. Ajus- 
to Equipment Co., Dept. H, 415 
Conneaut St., Bowling Green, 
Ohio. 


Electric door operator (11C-15) 
Manufacturer's description: Entire mech- 


anism of this automatic door 
operator is contained in a single 
compact unit not much larger than 
an ordinary door check. The unit 
is supplied with either mat 


switches or photoelectric controls. 
Installation, a matter of hours, 
consists only of attaching the door 
operator to the door, then making 
a few simple electrical connec- 
tions. Electronics Corporation of 
America, Dept. H, One Memorial 
Drive, Cambridge 42, Mass. 


New operating table (11C-16) 
Manufacturer's description: Operating 


table features a push-button se- 
lection panel located at the end of 
the right control arm that enables 
the operator to quickly and easily 
adjust the table to operative posi- 
tions. Other features are a single 
adjustment proctoscopic position, 
table height adjustments ranging 
from 27 to 45 in. and a maximum 


flex position of 139°. Shampaine 
Co., Dept. H, 1920 S. Jefferson, St. 
Louis 4, Mo. 


Apodued bhonatute 


SEE COUPON, PAGE 69 


Oxygen piping (11CL-1)—Designed 
to help in planning complete or 
partial oxygen therapy service for 
both new and existing buildings 
regardless of size, this 22-page 
booklet describes available serv- 
ices such as preparation of piping 
layouts, data sheets and specifica- 
tions and furnishing equipment 
and installation information. Na- 
tional Cylinder Gas Co., Dept. H, 
840 N. Michigan Ave., Chicago, III. 


Cubicle curtains and hardware (11CL- 
2)—A four-page folder giving 
specifications on hospital cubicle 


hardware. The hardware is con- 
structed of extruded anodized alu- 
minum, and chrome-plated brass. 
Ceiling or suspended types are 
available. Hospital Equipment Di- 
vision, Grant Pulley and Hardware 
Corp., Dept. H, High Street, West 


Nyack, N.Y. 


Sound proof (11CL-3)— 
Literature describes various sound- 
proof rooms used as testing rooms 
or to house noisy equipment. In- 
dustrial Acoustics Co., Inc., Dept. 
H, 341 Jackson Ave., New York 
54, N.Y. 


rooms 
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Audio-visual call stations (11CL-4) 
—A four-page folder giving de- 
tails on an audio-visual call sta- 
tion with automatic reset, Wiring 
diagrams and_ specifications are 
included. Edwards Co., Inc., Dept. 
H, Norwalk, Conn. 


Stools and tables (11CL-5)—This 
24-page catalogue shows a line of 
stools and tables, color selections 
and installation ideas. The cata- 
logue also spotlights new selec- 
tions of colors, finishes and fabrics. 
The Chicago Hardware Foundry 
Co., Dept. H, North Chicago, Ill. 


Radioactive waste disposal (11CL-6) 
—-Emphasizing radiological safety, 
this brochure deals with capital 
and operating cost savings assured 
through radioactive waste dis- 
posal systems. It outlines a design 
philosophy of an efficient radio- 
active waste disposal system, its 
conceptual design, detailed speci- 
fications, and compliance with law 
and licensing. Nuclear Science and 
Engineering Corp., Dept. H, Sec- 
tion 3-P, P.O. Box 10901, Pitts- 
burgh 36, Pa. 


Bandaging procedures (11CL-7)— 
This 16-page booklet describes in 
detail the uses of this sterile, self- 
adhering bandage, Special sections 
are devoted to bandaging in the 
fields of orthopedics, surgery, 
neurosurgery, and podiatry..Gen- 
eral Bandages, Inc., Dept. H, 
8300 Lehigh Ave., Morton Grove, 
Ill. 


Parking lot planning (11CL-8)— 
This 32-page book is a guide for 
designing parking lots of any size 
or shape. Nineteen diagrams show 
space allocations, using the three 
common parking angles. Minimum 
and optimum dimensions for each 
arrangement are outlined. Fea- 
tured is the complete line of en- 
gineered parking barriers, which 
may be anchored in any type sur- 
face to form a straight or curved 
line of any desired length. Harris 
Barrier, Inc., Dept. H, P.O. Box 
5826. Indianapolis 23, In‘. 


Glassware (11CL-9)—This 350- 
page catalogue on laboratory glass- 
ware features a complete listing 
of borosilicate glass chemical ware 
and apparatus. Ask for LG-l. 
Corning Glass Works, Laboratory 
Glassware Sales, Dept. H, Corning, 
N.Y. 
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TO MOVE 


USE COLSON QUALITY 
PRODUCTS & CASTERS 


Specially engineered Post Anesthesia and Regular stretchers are designed 
for maximum patient comfort and attendant convenience. Built to 
the highest safety and durability standards and selected by leading 
hospitals and institutions throughout America for generations. 


New “basic unit” Colson folding wheel chairs feature interchangeable 
parts to meet any patient requirements. Stretchers, 

wheel chairs, surgical carts, handling equipment, food trucks, 
drum trucks, all purpose trucks, 
laundry trucks, ice trucks, 
garment trucks and many other 
Colson time and money saving 
products are fully described in 
the COLSON CATALOG... 

SEND FOR ONE TODAY! 


Write to 
COLSON 
CORPORATION 


The Colson Corporation 


r Plants in: Jonesboro, Ark., Elyria, Ohio, 
Somerville, Mass., and Toronto, Canede 


A Subsidiary of 
Great American industries, Inc.—Elyria, Ohio 
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Ak 
Ct wit 3 
TO MOVE SUPPLIES 
= 
Jonesboro, Arkansas 
| = 


THE FINEST SURGICAL GLOVES 
A.C.M.I. 


FOR THE MOST DISCRIMINATING SURGEON 
and 
DISCERNING HOSPITAL ADMINISTRATOR 


ucts in this field. — 


EXACTING QUALITY. 
with 
‘DURABILITY 


ATURE 
Formed to contour of hand—afford extra comfort—reduce 


fatigue in long operations : 
Excoptionclly thin—provide sensitive touch, 
- Soft—flex easily—ideal for the most delicate surgery. 
Durable—safe for patient and surgeon. 
Withstand repeated sterilization. 
Retain their shape—are tough and highly tear resistant. 


Cat. No. 2820—White 
2830—Brown 
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fersonnel changes 


@ Brian Adlington has been appointed 
administrative assistant in charge 
of purchasing at Cedars of Lebanon 
Hospital, Los Angeles. Mr. Ad- 
lington was formerly assistant ad- 
ministrator and purchasing agent 
at St. Luke’s Hospital, Spokane, 
Wash. 


@ Helen E. Cline, R.N., has been ap- 
pointed superintendent of Fair- 
view Sanatorium, Normal, Ill. She 
was formerly a staff nurse at the 
sanatorium. 


@ Lovise Cooper, R.N., has been ap- 
pointed superintendent of Living- 
ston (Mont.) Memorial Hospital. 
She was formerly superintendent 
of Fort Morgan (Colo.) Com- 
munity Memorial Hospital. 


@ William E. Claypool has been ap- 
pointed administrator of the pro- 
posed West Allis (Wis.) Memorial 
Hospital. He was formerly associ- 
ate administrator at Ohio State 
University Hospital for 10 years. 
Mr. Claypool is a graduate of the 
Washington University course in 
hospital administration, 


MR. CLAYPOOL MRS. DOWLER 


@ Charlotte C. Dowler, R.N., has been 
appointed administrator of Burien 
General Hospital, Seattle. She was 
formerly administrator of Shelton 
(Wash.) General Hospital. 


@ John Davis has been appointed a 
lecturer at the School of Institu- 
tional Management, Michigan 
State University, East Lansing. He 
was formerly . assistant adminis- 
trator of Maryland General Hos- 
pital, Baltimore. 


@ Oliver £. Deehan has been ap- 
pointed assistant administrator of 
Palo Alto (Calif.) Hospital. He 
was formerly an administrative 
resident at the Community Hospi- 
tal of Glen Cove (N.Y.). Mr. Dee- 
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han is a graduate of the Colum- 
bia University program in hospital 
administration. 


@ Patrick 1. Fenlon has been ap- 
pointed assistant director of Hur- 
ley Hospital, Flint, Mich. He was 
formerly comptroller at the hos- 
pital. 


@ Duane A. Higgins has been ap- 
pointed assistant administrator of 
Madison Sanitarium and Hospital, 
Madison College, Tenn. 


@ Frederick 1. Hinchee has been ap- 
pointed administrator of Shawnee 
(Okla.) Municipal Hospital suc- 
ceeding J. Gordon Goree who retired. 
Mr. Hinchee is a graduate of the 
Northwestern University program 
in hospital administration. 


@ Fronklin P. tlams has been ap- 
pointed administrator of the pro- 
posed Fairfax Hospital, Fairfax 
County, Va. He is presently ad- 
ministrator of University Hospi- 
tal, Bellevue Medical Center of 
New York University. Mr. Iams 
is a graduate of the University of 
Minnesota course in hospital ad- 
ministration. 


@ Robert G. McComas has been ap- 
pointed administrative assistant of 
Kings Highway Hospital, Brook- 
lyn, N.Y. He was formerly with 
the National Foundation for In- 
fantile Paralysis and Columbia 
Presbyterian Medical Center, New 
York City. 


MR. MOUNTZ 


MR. HARDGROVE 


@ Wade Mountz has been appointed 
administrator of Norton Memorial 
Infirmary, Louisville, Ky., suc- 
ceeding Arden E. Hardgrove who re- 
tired after 20 years of service at 
the hospital. Mr. Mountz, a gradu- 
ate of the University of Minnesota 
program in hospital administra- 


tion, was formerly assistant ad- 
ministrator of the infirmary. 

Thomas J. Hartford Jr. has been ap- 
pointed assistant administrator of 
the infirmary succeeding Mr. 
Mountz. Mr. Hartford had been 
serving his administrative resi- 
dency at the infirmary prior to re- 
ceiving his master’s degree in 
hospital administration from 
Washington University in St. 
Louis. 


@ James P. Neal has been appointed 
administrator of Community Hos- 
pital of Evanston (Ill), succeed- 
ing Howard F. Cook, recently ap- 
pointed executive director of the 
Chicago Hospital Council. Mr. 
Neal was formerly administrator 
of Wheatley Provident Hospital, 
Kansas City, Mo. He is a graduate 
of the University of Chicago pro- 
gram in hospital administration. 


@ Vincent J. Parrish has been ap- 
pointed assistant manager of the 
Veterans Administration Hospital 
at Erie, Pa. He was formerly a 
special assistant at the VA Hospi- 
tal at Downey, Ill. Mr. Parrish is 
a graduate of the University of 
Iowa program in hospital adminis- 
tration. 


MR. PARRISH 


MR. PAUL 


@ Benks |. Pavi has been appointed 
assistant manager of the Veterans 
Administration Domiciliary, Camp 
White, Ore. He was formerly spe- 
cial assistant to the manager of 
the Veterans Administration Uni- 
versity Drive Hospital, Pittsburgh. 
Mr. Paul is a graduate of the 
Columbia University program in 
hospital administration. 


@ Col. William E. Proffitt Sr. has been 
appointed administrator of Mont- 
gomery County Hospital, Conroe, 
Tex. He is a veteran of 31 years 
service in the Army Medical Serv- 
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ice Corps and the Public Health 
Service and was formerly assistant 
to the administrator of Minne- 
apolis General Hospital. 


@ William A. Rothman has been ap- 
pointed assistant director of Sinai 
Hospital of Detroit. He was for- 
merly administrative assistant at 
the hospital. Mr. Rothman is a 
graduate of the Columbia Uni- 
versity course in hospital ad- 
ministration. 


@ Sr. Denise (Burke) has been ap- 
pointed administrator of Provi- 
dence Hospital, Detroit. She was 


formerly administrator of St. Ag- 
nes Hospital, Baltimore. Sister 
Denise succeeds Sr. Mary Elizabeth 
(Berry) who has been appointed 
administrator of De Paul Hospital, 
Norfolk, Va. 


@ Sister Florence has been appointed 
administrator of St. Mary’s Hos- 
pital of Troy (N.Y.) She was for- 
merly assistant administrator of 
Providence Hospital, Washington, 
D.C. 


@ Sister Helen, D.C., has been ap- 
pointed administrator of St. Agnes 
Hospital, Baltimore. She was for- 


the 947 


HIP EXERCISER 


helps condition hips. legs or arms 


—— after long confinement 


comfort. 


By slinging the leg (or arm) in free suspension, 
the Zimmer Hip Exerciser helps the patient keep 
his joints and muscles toned up for faster recovery 
\ é after tedious confinement. 


m, © Single and double slings provided for utmost 


© Positions and tensions easily adjusted. 


© Constructed of Zimmer No. 640-A octagon alumi- 
num tubing with standard 640-A toggle clamps. 


For arm and shoulder exer- ¢ May be locked in abduction position. 


cises, Exerciser is reversed, 
swinging from foot of bed. 


SEND FOR COMPLETE INFORMATION. 


ZIMMER MANUFACTURING CO. * WARSAW, INDIANA 


LOOK FOR THE TRADEMARK (a) 
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in Canada Available through selected surgical supply dealers or through our 


Agents, Fisher & Burpe, Ltd. 


merly assistant administrator of 
Providence Hospital, Detroit. Sis- 
ter Helen is a graduate of the St. 
Louis University program in hos- 
pital administration. 


@ Harold £. Springer has been ap- 
pointed administrator of the 
Memorial Community Hospital, 
Edgerton, Wis. He was formerly 
purchasing agent at Presbyterian- 
St. Luke’s Hospital, Chicago. 


@ Thomas W. Surratt has been ap- 
pointed manager of Rowan Me- 
morial Hospital, Salisbury, N. C. 
He was formerly assistant ad- 
ministrator of Moore Memorial 
Hospital, Pinehurst, N.C. 


@ Emilia S$. Todd has been appointed 
administrator of Little Company 
of Mary Hospital, Evergreen Park, 
IH. She was formerly assistant ad- 
ministrator of the hospital. Mrs. 
Todd is a graduate of the St. Louis 
University program in _ hospital 
administration, 


@ Levi Swinger has been appointed 
administrative assistant at Kenne- 
stone Hospital, Marietta, Ga. He is 
also executive housekeeper and in 
charge of the laundry at the hos- 
pital. Mr. Swinger is a graduate 
of the Georgia State College of 
Business Administration course in 
hospital administration. 


| 
MR. SPRINGER 


MR. WYATT 


@ Ronald W. 8. Wyatt has been ap- 
pointed administrative assistant 
of Merritt Hospital, Oakland, 
Calif. He was formerly adminis- 
trative resident at San Diego 
County Hospital. 


Deaths 


@ Mrs. Amos F. Dixon died May 10. 
She was a founder of the Ameri- 
can Hospital Association’s - aux- 
iliary program and first chairman 
of the AHA’s Committee on 
Women’s Hospital Auxiliaries 
(1949-50). Mrs. Dixon was active 
in the Newton (N.J.) Memorial 
Hospital Auxiliary. She is sur- 
vived by her husband. 


HOSPITALS, J.A.H.A. 


cr 


NG | 
| J | | | 
« 
af 
| 
ae’ 
| 
| 
| 
| 
| 
| 
| 
— 
= 


THE LAW IN BRIEF 


Legal matters of interest to the hospital field prepared by 
the law department of the American Hospital Association 


Bedrail Requirements 


A discussion of when bedrails are required to be 
raised appears in Executive Committee of Baptist 
Convention v. Ferguson, 99 S.E. 2d 150 (Ga., 1957). 
The patient fell out of bed late at night. She was 
healthy, though nervous, and was to undergo elective 
surgery. There was no indication that her condition 
or history as known to hospital personnel warranted 
precautionary raising of bedrails. 

Whether the rails should have been raised, stated 
the court, depends upon whether the patient’s phy- 
sician ordered side rails in a manner binding upon 
the hospital. There was confused and contradictory 
testimony about such orders. Nothing appeared in 
writing, but one witness alleged hearing the doctor 
order use of side rails to a “nurse” whose identity 
was unclear. Whether this person was an agent of 
the hospital and whether the verbal order was actu- 
ally given were matters for the jury. Had there been 
no physician’s order to raise the rails, there would 
have been no responsibility to do so under the con- 
ditions related. 


Whither Charitable Immunity? 


Attorneys abreast of happenings in hospital law 
have been predicting, for some years now, the even- 
tual loss of charitable immunity for nonprofit in- 
stitutions. In the past 15 years the courts of one state 
after another have reassessed the position of chari- 
table organizations in our society and most have con- 
cluded that charity should begin at home—that is, 
that persons injured as a result of the negligence 
of hospital personnel should not be without a proper 
remedy. 

In a paper published in HOSPITALS, J.A.H.A., in 1954, 
the results of a survey as of March 1, 1953, showed 
that nonprofit hospitals in: 

—13 states enjoyed absolute immunity from suits 
for the negligence of their employees. 

—10 states were fully liable, just as any commér- 
cial establishment, for the errors of their agents. 

—§ states were liable only to the amount of in- 
surance or other nontrust fund property of the hos- 
pital. 

—the other states were exposed to varying degrees 
of liability, dependent upon who might be the claim- 
ant or whether the hospital was aware of an em- 
ployee’s incompetence. 

Tae ataneotad is not legal advice. The information on this page should not be 


used to resolve legal! problems. For advice on such problems a hospital should 
consult a member of the local bor. 
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Today, after five years of litigation and attempted 
legislation in this field, the score is something like 
this: 

—9 states remain in which charitable institutions 
enjoy total immunity from legal liability for the 
negligence of their employees. 

—jin 15 states charitable hospitals are held fully 
liable as any other business. 

—in 7 states damages are assessed only against 
liability insurance or other assets which do not con- 
stitute trust fund property of the institution. 

—the remaining states feature qualified immunity 
so that only certain persons such as paying patients 
or perhaps only nonpatients, may sue, or liability may 
be based only upon a hospital’s negligent selection 
or retention of an employee. 

In these columns we have reported the upholding 
of a qualified immunity in Connecticut (HOSPITALS, 
J.A.H.A., Dec. 1, 1957, p. 97) and the loss of qualified 
immunity in New York State (HOSPITALS, J.A.H.A., 
July 16, 1957, p. 94). We have even editorialized on 
the desirability of obtaining preventive \insurance 
coverage in those states where hospitals gtill enjoy 
immunity (HOSPITALS, J.A.H.A., Feb. 1, 1958, p. 31). 
Now we can relate the decisions of the highest courts 
of two states where obtaining “just in case” insur- 
ance had been indicated, namely Pennsylvania and 
New Jersey. 


IMMUNITY IN PENNSYLVANIA 


Pennsylvania Case. Knecht v. Saint Mary’s Hospital, 

_A 2nd__(Pa., 1958) arose when a patient fell and 
fractured an ankle. It was well known that Penn- 
sylvania courts had upheld the principle of charitable 
immunity a few times in the recent past. The plain- 
tiff in this case was asking the court to repudiate the 
long-standing judge-made law and hold, instead, 
that charities are subject to suit just as any other 
defendant. 

The majority opinion upholds charitable immunity 
over the vigorous dissent of two justices. It recog- 
nizes that other states have discarded the immunity 
rule as an anachronism, but maintains that the rule 
of nonliability. has become firmly fixed in Pennsyl- 
vania, so much so, that only corrective action by the 
state legislature should change it. A compelling reason 
for the majority position was the possibility that a 
court decision eliminating charitable immunity 
would subject nonprofit institutions to liability for 
past negligence provided the statute of limitations 
had not yet run out. If the immunity rule were to 
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be abrogated by legislation, the majority stressed, 
the charities would have sufficient notice to obtain 
necessary liability insurance. These charities have 
a right to rely upon the long-standing rule of im- 
munity until public policy, expressed through legis- 
lation, decrees otherwise, stated the court. 

The minority opinion stated that the doctrine of 
Stare decisis, 1.e., “let the decision stand,” which gov- 
erns much of the judicial process, should not permit an 
inequitable conclusion. The immunity rule was con- 
demned as “court-made law based upon erroneous, 
illogical and indefensible principles. Even the 
majority does not support the doctrine on its merits.”’ 
One dissenting opinion notes that the possible hard- 
ship, if the court changes the law, has been over- 
emphasized because (1) suits must be brought against 
defendants in negligent injury cases within two years 
of the injury, (2) many charities now have insurance 
in which the carrier agrees not to hide behind the 
charity’s immunity, and (3) a number of charities 
carry liability insurance without such an agreement 
in anticipation of a change in the law. 

On the strength of these strong dissents it would 
not be surprising if the Pennsylvania Supreme Court 
reversed itself in a few years, if the legislature does 
not do the job sooner. 


PATTERN IN NEW JERSEY 


New Jersey Case. The New Jersey story unfolded in 
a pattern which illustrates how judicial “signposts” 
may be read. In 1925 it was established that only 


a stranger to the charity might sue for negligent in- 
jury, but a patient or other beneficiary of the charity 
could not. Within the past decade the New Jersey 
courts have confirmed the law by holding that pay- 
ing patients were in no better position to sue than 
free patients, and this situation was unaffected by 
the existence of liability insurance to protect the 
hospital. 

In 1957 three cases came before the New Jersey 
appellate courts to test the doctrine of charitable im- 
munity. One involved a hospital, another was brought 
against a Catholic church, and in the third the 
YMCA was the defendant. Each plaintiff had been 
injured within the premises of a charity and had 
been unsuccessful in pressing his claim because the 
lower courts had heeded the rule of charitable im- 
munity. 

In Benton v. YMCA of Westfield, 136 A. 2d 27 (N.J. 
App., 1957) the Superior Court of New Jersey, Ap- 
pellate Division, upheld the doctrine, begrudgingly, 
because it felt the supreme court of the state should 
be responsible for overturning a long-standing rule 
of law. The language of the court was an ominous 
warning to those who counted on continuing to en- 
joy charitable immunity. Examples: 

“.. The tide of judicial opinion is running the 

other way—to repudiate the immunity. Authorita- 

tive texts are in almost universal opposition to 
the doctrine. 


“Some courts, including our own, have spoken 
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generally in terms of public policy. These grounds 
have been thoroughly demolished and proved to 
be invalid in case after case. 


“The doctrine of charitable immunity found its 
way into American law through misconception or 
misapplication of previously established principles. 
It is doubtful whether the administration of justice 
has ever been well served by the rule. In any event, 
it has become outmoded and an anachronism.” 


“In law, as in morals, men must be just before 
they are generous. Charity should not be per- 
mitted to inflict injury upon some without a right 
of redress... 

“However, we are not free to repudiate the doc- 
trine of charitable immunity, for our hand is 
stayed by precedent. Justice Brennan stated 
that our highest court preferred to await an action 
squarely presenting the issue before deciding .. . 
that the doctrine should be repudiated. Such an 
opportunity now presents itself. Collopy v. Newark 
Eye and Ear Infirmary ... That the time is ripe 
for a change was recognized by the three justices 
joining in the dissent in Lokar v. Church of the 
Sacred Heart [133 A 2d 12 (N.J., 1957) ]. 

*** 
“It has been said by some courts that it is for the 
legislature to repudiate the immunity doctrine. To 
embrace such a view is to resign judicial responsi- 
bility. The rule was introduced by the courts 
without legislative sanction; it is for the courts to 
undo what they have wrought.” 


CHANGE WAS EXPECTED 


It was with little surprise that the bar and hospi- 
tal field noted the action of the New Jersey Supreme 
Court in the Collopy case, 26 Law Week 2550, adopt- 
ing the above quoted reasoning as grounds for aban- 
doning charitable immunity in that state. There were 
two dissenting justices, however, who declared that 
it was for the legislature to correct a principle of law 
which was part of English common law prior to 1839 
and was thus adopted as the law of New Jersey 
by the state’s earlier constitution. 

Although of no consolation to New Jersey hospi- 
tals which have now lost their immunity, the cases 
against the YMCA and the church also established 
liability on the part of these charities. Each of the 
cases was sent back for retrial. 

Those New Jersey hospitals which obtained lia- 
bility insurance in anticipation of loss of immunity 
need be less fearful of impending suits than the un- 
insured nonprofit institutions. Hospitals in other 
states which now enjoy a qualified immunity from 
suits based on employee’s negligence may well be 
concerned that their courts, like those of New Jersey, 
might discard even the limited liability if a proper 
test case should be presented. The trend towards lia- 
bility affects not only those states which have ab- 
solute immunity but also those which have granted 
some protection to hospitals short of freedom from 
suit. 
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AHA Urges Building Act Extension L 


Congress held extensive hearings on Hill-Burton 
last month. For nearly a week, House committee 
members listened while witnesses asked for basic 
changes in the 1l-year-old hospital construction act. 

Many changes were suggested but all witnesses 
agreed that Hill-Burton should be extended regard- 
less of any proposed amendments. Congress last 
voted a two-year extension of Hill-Burton in 1956. 

Initial testimony was given by the American Hos- 
pital Association which urged a five-year extension 
of the act. AHA also proposed a new $75 million 
allotment for the renovation and modernization of 
older hospitals, particularly in urban areas. 

Rep. John Bell Williams (D-Miss.), who presided 
over the hearings as chairman of the Health Sub- 
committee of the House Interstate and Foreign Com- 
merce Committee, announced that the congressional 
schedule of work was presently so tight that he may 
urge a simple extension of Hill-Burton and schedule 
a subcommittee review of amendments at a later 
date. 

Such action would forestall an open-floor battle 
on controversial amendments. AHA testimony was 
given by Dr. Robin C. Buerki, executive director of 
the Henry Ford Hospital, Detroit, and Kenneth Wil- 
liamson, director of AHA’s Washington Service 
Bureau. 

Dr. Buerki said that “needs for modernization and 
renovation should share equitably with need for 
new construction.” He maintained that priority pro- 
visions should be adapted “in such a way that urban 
hospitals will receive greater consideration than they 
have in the past.” In proposing a separate $75 million 
category for these provisions, Dr. Buerki told the 
subcommittee that a new formula may have to be 
developed since the need for modernization is not 
the same geographically as the need for new beds. 

Dr. Buerki added that “along with the addition of 
such a new categorical grant, we would urge that 
the funds for new construction be made more readily 
available for replacement of existing facilities which 
are too obsolete to justify renovation.” 

Dr. Buerki also reiterated AHA support for an- 
other amendment to accommodate certain religious 
organizations whose belief in separation of church 
and state have prevented them from accepting fed- 
eral grants to build hospitals. This proposal would 
either expand Hill-Burton’s grant authorization to 
include repayable federal loans. or it would create 
a separate loan program. Eligibility for loans, ac- 
cording to AHA, should be the same as that for 
grants. AHA suggested that the loan funds be ob- 
tained directly from the federal government for 30 
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year periods without interest charges or a charge 
not to exceed 1.5 per cent. 

Clyde L. Sibley, administrator of Baptist Hospi- 
tals in Birmingham, Ala., and John H. Buchannan, 
retired Birmingham minister, reported that the Bap- 
tist organization had received a ruling from the 
federal treasury that religious organizations may 
pay back federal funds received in grant form. Mr. 
Buchannan added, however, that a special loan fea- 
ture under Hill-Burton would facilitate hospital 
construction by Baptist groups. 

In presenting another AHA proposal to provide 
greater flexibility in the use of Hill-Burton funds, 
Dr. Buerki told the subcommittee: “We believe that 


& off 


MR. SIBLEY 


DR. BUERKI 


REP. WILLIAMS 


states having no need or desire to construct Part G 
facilities should be permitted, at least after the 
expiration of a reasonable time interval, to transfer 
appropriated Part G to Part C. We also believe that 
complete interchangability of allotments should be 
allowed among all four of the categories in Part G.”’ 

Dr. Buerki urged in addition that the subcommittee 
approve a new $5 million fund under the Hill-Burton 
grant program to be used in states experiencing ab- 
normal population growth. 

Finally, AHA suggested that Congress increase the 
federal funds available for research on _ hospital 
services. 

One Hill-Burton amendment opposed by AHA is 
contained in H.R. 11826 and other bills sponsored by 
some New England members of Congress. It would 
permit private citizens to organize nonprofit asso- 
ciations in contractual arrangements with hospitals 
in order to receive Hill-Burton grants for diagnostic 
and treatment centers in rural areas. AHA advised 
Congress that such proposals provide ill-defined 
affiliations with hospitals and might result in nothing 
more than the construction of private clinics and 
doctors’ offices. 

The Department of Health, Education, and Welfare 
requested Hill-Burton extension for not more than 
three years so that Congress may review the pro- 
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gram frequently on the basis of “shifting needs.” 
HEW did not propose any change in the current 
authorization for Hill-Burton construction grants 

($121.2 million). 

Assistant Secretary of HEW Elliot L. Richardson 
reported that HEW’s full program of amendments 
to Hill-Burton may not be made 
public until early this month. It 
was understood that basic to an- 
nouncement of HEW’s amend- 
ments was a determination of 
what stand the Eisenhower ad- 
ministration will take in banning 
federal grants to organizations 
which permit racially segregated 
facilitiés or services. 

has, however, announced 
its support of several amendments 
to Hill-Burton. These would: 

1) Authorize states to use 4 per cent of their con- 
struction allotments for advance planning grants. 
Mr. Richardson said this feature could help stem de- 
clining economic conditions by providing a limited 
reservoir of high priority projects which may be 
started rapidly. 

2) Amend Part C, the basic Hill-Burton program, 
by deleting eligibility of tuberculosis hospitals, and 
by providing interstate transfers of Part C allot- 
ments to facilitate construction of joint hospitals 
close to state borders. 


MR. RICHARDSON 


3) Amend Part G, the special categories, in the fol- 
lowing way: 

a) Consolidate the categories for chronic disease 
hospitals and nursing homes into a single category 
for “long-term care facilities,” and increase the 
grant authorization for the new category to $40 
million, $10 million more than the total authority 
for the present two categories. 

b) Permit voluntary sponsors, other than public 
or nonprofit agencies, to operate diagnostic and 
treatment centers on a nonprofit basis. 

¢) Change the eligibility requirements for reha- 
bilitation centers to require provision for medical 
services and one or more additional services in- 
volving psychological, social, and vocational as- 
sistance. 

d) Permit the transfer within a state of any por- 
tion of Part C allotment to Part G. 

4) Raise from $1.2 million to $5 million authoriza- 
tion of research on hospital services and facilities. 

Concerning increased research funds, Assistant 
Secretary Richardson told the subcommittee: “Al- 
though the need for such new designs and experi- 
ments is clear, most communities are reluctant to 
construct facilities which incorporate novel and ex- 
perimental methods of design. Also, many communi- 
ties are unwilling to consider the construction of the 
newer and less traditional types of medical care 
facilities. These facts point to the need for. financial 
stimulus for experiments and demonstrations in the 
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construction and use of newer types of medical 
facilities.” 

The American Medical Association told the sub- 
committee that its recommendations for Hill-Burton 
changes were based on the results of a two-year AMA 
survey of Hill-Burton hospitals in 14 states. 

The survey found Hill-Burton “successful and 
efficiently administered’, according to Dr. Willard A. 
Wright, Williston, N. Dak., chairman of AMA’s Com- 
mittee on Medical and Related Facilities. 

Dr. Wright urged that Hill-Burton be amended 
to eliminate the priority for rural areas since “for 
the most part this objective has been achieved.” Dr. 
Wright also suggested that Hill-Burton’s provision 
for diagnostic and treatment centers and for public 
health centers be eliminated. 

In presenting an AMA proposal on Hill-Burton’s 
categorical grants, Dr. Wright said: “In order to grant 
the states greater freedom in allocating funds, we 
would recommend that all present categorical grants, 
as set forth in Section 651 of the act, be eliminated. 
We would substitute for these categorical grants one 
single appropriation for all facilities covered under 
the act, thus allowing maximum freedom of realloca- 
tion. We have found that federal assignment of 
specific funds to special projects . . . has seriously 
handicapped worthwhile programs in some of the 
states.” 

Other witnesses to propose changes in the Hill- 
Burton program were: 


Rep. Oren Harris (D-Ark.), chairman of the 
House Interstate and Foreign Com- 
merce Committee, the committee 
which must pass on all of the 
Health Subcommittee’s proposals. 
Rep. Harris commented on “the 
importance of Hill-Burton and the 
necessity of its continuation. He is 
sponsor of a bill providing for a 
three-year extension and addition 
of a program for low-rate federal 
loans. 

Physicians Forum Inc., repre- 
sented by Dr. Paul H. Lavietes, 
New Haven, Conn., asked that federal grants to or- 
ganizations that permit racially segregated hospital 
services be banned. Dr. Lavietes said, however, that 
the Hill-Burton program is so valuable that it should 
be extended in its present form whether or not this 
amendment is adopted. 

AFL-CIO, represented by Nelson Cruikshank, di- 
rector of the labor organization’s Social Security 
Department, called for a 10 year extension of Hill- 
Burton and an increase in its authorization from $210 
million to $400 million. 

American Municipal Association, represented by 
Richardson Dilworth, mayor of Philadelphia, also 
urged a 10 year extension. The association asked for 
$150 million a year for new construction and an- 
other $150 million a year for renovation and mod- 
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ernization of older hospitals. Establishment of more 
diagnostic and treatment centers, and more flexible 
formulas to permit them, were proposed by the 
municipal group. 

Dr. John J. Bourke, chairman of the New York 
Joint Hospital Survey and Planning Commission, 
called for a five-year extension and federal appropri- 
ations to cover the full $210 million currently au- 
thorized. 


Building Loan Program Favored 


Another potential source for federal hospital con- 
struction loans, other than Hill-Burton, is contained 
in Senate Bill S. 3497 now before the House Banking 
and Currency Committee. As passed by the Senate 
on April 16, it sets up a $1 billion loan fund to which 
both public and private nonprofit hospitals may 
apply. The bill enjoys bipartisan support and was 
put forward by the Democrats as an antirecession 
measure. 

The Senate bill would permit public and private 
nonprofit hospitals to borrow money for renovation 
and modernization purposes at 3.5 per cent. The 
loan program will be administered by the Com- 
munity Facilities Administration. It is considered to 
have an excellent chance of passage at this session. 

Originally the bill had included only public hos- 
pitals as eligible for loans. AHA testimony resulted 
in Senate acceptance of an amendment making pri- 
vate nonprofit hospitals equally eligible with public 
hospitals. 

On May 9 the American Hospital Association wrote 
to Congressman Brent Spence, chairman of the 
House committee considering S. 3497, outlining As- 
sociation recommendations for low-interest, long- 
term federal loans for construction and renovation 
of the nation’s hospitals. The AHA letter urged 
favorable House action for S. 3497 and asked that 
the interest rate be set at the lowest practicable 
figure. The letter stated: “The rate of interest charged 

. will largely determine the use which can be 
made of the program and will affect the objectives 
which this committee has in mind .. . it is difficult 
to envision any appreciable financial contribution on 
the part of the federal government if there should 
be insistence on a high rate of interest for this pro- 
gram.” 

AHA also asked that S. 3497 insure that all hos- 
pital loans made for the construction of new beds 
be conditioned “. . . upon certification of need from 
the state Hill-Burton agency.” 

In addition to S. 3497 the AHA pointed out that 
there were several other bills before Congressman 
Spence’s committee which would expand the public 
loan program of the Community Facilities Adminis- 
tration. Particular attention was called to H.R. 11474 
and H.R. 11272 authorizing construction and renova- 
tion loans to public hospitals. AHA urged the House 
committee to make private nonprofit hospitals 
equally eligible for loans with public hospitals in 
both these bills. AHA told Congressman Spence that 
“there is no doubt that if private nonprofit hospitals 
did not exist state and local governments would have 
had to build public hospitals to perform the very 
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services now provided by these nonprofit hospitals.” 

Five reasons were given to the committee for the 
inclusion of private nonprofit hospitals in any govern- 
ment public loan program, They were: 

1) Nonprofit hospitals render service to the Amer- 
ican people as do the public hospitals. 

2) Nonprofit hospitals care for large numbers of 
patients as do the public hospitals. 

3) Both are community institutions financed and 
supported by their communities. 

4) Both nonprofit and public hospitals are the 
center of our whole system of institutional care for 
the seriously ill. 

5) Both carry large burdens in the provision of 
care for those persons who find themselves unable 
to pay. 

Chairman Spence’s committee is expected to re- 
port recommended action on these federal loan bills 
early this month. 


AHA Testifies on Infections 


Two American Hospital Association witnesses testi- 
fied before Sen. Lister Hill’s (D-Ala.) appropriations 
subcommittee that more federal assistance is needed 
to cope with the problem of staphylococcus infections 
in hospitals. 

Appearing before the Senate were Dr. August H. 
Groeschel, associate director, Society of the New 
York Hospital, and Dr. Frederick H. Wentworth, 
chief of communicable diseases control, Ohio State 
Department of Health. Both doctors are members of 
AHA’s Committee on Infections Within Hospitals. 

Dr. Groeschel outlined the Association’s serious 
concern over the problem of staphylococcus infec- 
tions. He said the problem is of special significance 
to hospitals because hospitals are clearly the prin- 
cipal reservoir of most antibiotic-resistant strains of 
staphylococcus. 

Dr. Groeschel said AHA had recommended estab- 
lishment of committees on infections by all hospitals. 
He said that these committees had been advised to: 

@ Establish a system of reporting all infections 
among patients and personnel and to keep records as 
a basis for studying the source of infections. 

@ Distinguish, if possible, between infections ac- 
quired inside the hospital and those acquired outside. 

@ Make certain that bacteriological services, in 
or out of the hospital, are available. 

@ Review the aseptic techniques employed in hos- 
pital operating rooms, delivery rooms, and in the 
treatment of all patients with infection. 

@ Establish techniques for following patients after 
discharge from the hospital, since such infections 
may not develop until several weeks after the pa- 
tient has left the hospital. 

@ Make vigorous efforts to reduce to the minimum 
consistent with adequate patient care, the use of 
antibiotics, especially as “prophylaxis” in uninfected 
elective surgery, and to reduce treatment with ad- 
renocortical steroids. 

Other steps taken, Dr. Groeschel testified, in 
AHA’s fight against staphylococcus infections were: 

Recommendations to all hospitals for community 
participation in infection control programs, 
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TESTIMONY given by the American Hospital Association to get 
more aid in the battle against staphylococcal infections is discussed 
in the Capitol by (! to r): Dr. Frederick H. Wentworth, chief of 
communicable diseases control, Ohio State Department of Health; 
Sen. Lister Hill, chairman of the Senate's appropriations subcom- 
mittee, and Dr. August H. Groeschel, associate director, Society of 
the New York Hospital. Testimony on infections was taken last month. 


Request to the Joint Commission on Accreditation 
of Hospitals to require all hospitals to have com- 
mittees on infections and effective programs for pre- 
vention and control of infections. 

Request for cooperation of the Public Health 
Service and state hospital associations on common 
research projects looking toward expansion of labora- 
tory services to provide hospitals with proper identi- 
fication of staphylococci. 

Development by the Hospital Research and Educa- 
tional Trust of a research project on the epidemiology 
of infections in hospitals. 

Dr. Groeschel asked the Senate committee for $1 
million in extra funds for the Public Health Service’s 
National Institute on Allergy and Infectious Diseases 
especially earmarked for staphylococcus research. In 
addition, another $500,000 in government funds was 
requested for the Communicable Disease Center to 
conduct field studies, control activities, and to pro- 
vide additional support to state laboratories. Calling 
upon Congress to consider seriously this request for 
additional funds Dr. Groeschel said “we believe these 
funds are necessary to meet the immediate threat 
faced by all of our hospitals and their patients.” 


Forand Sends Letter to AMA 


Protesting Comments on Bill 


Congressman Aime Forand (D-R.I.) has attacked 
the American Medical Association for alleged false 
and misleading statements concerning health care 
proposals for the aged. 

In a letter to Dr. F. J. L. Blasingame, AMA gen- 
eral manager, Congressman Forand stated that “in 
any public issue on which there is a difference of 
opinion, it is well that the people should hear both 
sides. Can professional persons like the physicians who 
are your members be really prepared to oppose a 
bill until they have heard the facts and the reasoning 
from the proponents as well as the opponents?” 

Mr. Forand stated that he had indicated his de- 
sire some time ago to receive constructive proposals 
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from the medical profession and that none had been 
submitted to him. 

“IT want to present to the readers of the Journal of 
the American Medical Association,’ Rep. Forand 
stated, “a few facts and explanations of the false 
impressions likely to arise from the AMA leaflet, 
Facts About the Forand Bill, and also from Dr. All- 
man’s letter. [Dr. David B. Allman is president of 
the association.] It is my heartfelt desire that a plan 
could be developed that would be satisfactory both 
to doctors and to the large number of people who 
want better methods of paying for medical care for 
our aged citizens.” 


Civil Defense Revisions Sought 


President Eisenhower has requested Congress to 
consolidate the Office of Defense Mobilization and 
the Federal Civil Defense Administration. 

The new federal agency would be called the Office 
of Defense and Civilian Mobilization and would have 
its functions transferred to the President. 

In a message to Congress, President Eisenhower 
said that the transfer of functions would eliminate 
the confusion which now exists because civil 
defense functions are vested only partly in the Presi- 
dent while ODM functions are vested by law in the 
President. 

Other provisions of the President’s proposal are 
that: 

1) Three assistant directors of the Office of De- 
fense and Civilian Mobilization be appointed by the 
President. 

2) That there be no more than 10 regional di- 
rectors. 

3) Civil Defense Advisory Council be retained. 

Recently the administration also told Congress it 
will build a few “prototype” shelters against nuclear 
fall-out. Some of these federally financed shelters will 
have a peacetime use as additions to hospitals, Con- 
gress was told. The administration flatly announced 
that “there will be no massive federally financed 
shelter construction program.” 


$145.7 Million in NIH Grants 


Some 10,096 grants totaling $145,765,544 were 
awarded by the National Institutes of Health during 
fiscal 1957 for outside research, training, and con- 
struction. 

More than half the money, $80,906,075, went for 
support of 6186 research projects concerned. with 
major diseases and various basic problems in medi- 
cal and biological sciences. The grants were made to 
572 institutions in all 48 states, the District of Colum- 
bia, 2 territories, and 23 foreign countries. 

Almost $30 million was granted to help build or 
expand 109 research facilities at 68 institutions in 
30 states and the District of Columbia. 

Research fellowships totaling $5,416,470 were 
awarded to 2153 investigators in 202 institutions. 

Also awarded during the year were 114 grants for 
field investigations of cancer, totaling $1,972,208: 
1119 research training grants totaling $25,629,179, and 
415 traineeships totaling $1,841,707. 
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2 Prepay Plans Face Financial Hurdles 


104 PER CENT OF 1957 RATES— 


Ceiling Put on Michigan Hospital Payments 


Michigan Blue Cross, upon recommendation of a majority of its 230 
voluntary nonprofit member hospitals, has put a ceiling on its rate of 


payments to hospitals during 1958. 


William S. McNary, executive vice president of Blue Cross, said the 
board of trustees voted to hold payments to hospitals in 1958 to a maxi- 


mum of 104 per cent of their cost 
of a day of patient care in 1957. 
In addition, the Plan reported, re- 
gardless of whether or not a hos- 
pital’s 1958 cost reaches the .104 
per cent ceiling, final Blue Cross 
payments to all its participating 
hospitals will be cut an additional 
one per cent. (Also see South- 
eastern Hospital Conference story, 
p. 86.) 

The action was taken after Blue 
Cross officials, in cooperation with 
the Michigan hospitals, had con- 
ducted a series of state-wide meet- 
ings with hospital administrators 
and trustees to find a quick solu- 
tion to the rapidly growing finan- 
cial crisis which faced Blue Cross. 
It is hoped the Blue Cross action 
will forestall a rate increase. 

Mr. McNary explained that al- 
though the Plan pared operating 
expenses to less than 4 per cent 
of income, hospitalization pay- 
ments for care of Blue Cross mem- 
bers rose to 101.57 per cent of total 
income during the first three 
months of this year and sent the 
plan $1,674,129 in the red. As of 
March 31 Plan reserves were 
$5,419,000. 

’ He said the ceiling was adopted 

as a temporary measure until: a 
more permanent means of “main- 
taining a proper and predictable 
relationship between Blue Cross 
receipts and expenditures” can be 
found. A special committee of the 
Blue Cross board of trustees will 
begin immediately to seek a long- 
range solution to the problem. 

The Michigan Hospital Associa- 
tion urged-all member hospitals to 
cooperate with Blue Cross in meet- 
ing the emergency. Ralph Hut- 
chins, association president, said 
that “while the action of . . . Blue 
Cross was necessary and appar- 
ently the most equitable one, the 
outstanding rate of progress 
shown by Michigan hospitals in 
the past decade will be profoundly 
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and adversely affected. 

“It would be wrong,” he added, 
“for the public to assume that 
Michigan hospitals can really af- 
ford this cut-back in their Blue 
Cross payments and at the same 
time continue to keep abreast of 
the latest advances in medical 
science. 


“It is quite likely, however, that 
our hospitals can, despite the Blue 
Cross payment ceiling, maintain 
their present high standard of pa- 
tient care temporarily. And, when 
adjustments are finally made, 
Michigan hospitals will again re- 
turn to their previous record of 
progress the public demands and 
deserves,” Mr. Hutchins concluded. 

The Plan’s financial problems 
were attributed to an 8 per cent 
rise in average hospital costs per 
day of care, an admission increase 
of 4.4 per cent per 1000 Plan mem- 


- bers, increased average length of 


stay, and an 11.2 per cent average 
increase in charges per case cov- 
ered by Blue Cross. 


150,000 MEMBERS COVERED— 


Rate Increase Approved for Georgia Plan 


Georgia Hospital Service Association (Blue Cross), Columbus, was 
granted an increase in its rates and permission to pay for additional 
benefits. This includes a 2 per cent increase in payments to hospitals. 

Insurance Commissioner Zack D, Cravey approved rate increases 
averaging 18 per cent for group members and 12 per cent for nongroup 


members. The increases are ex- 
pected to become effective June 1 
for nongroup members and July 
1 for groups. 

No one appeared at the hearing 
in opposition to the application. 
The rate increase affects 150,000 
Blue Cross members in all parts 
of the state except the area sur- 
rounding Atlanta and Savannah. 

The new benefits approved are: 
improved room allowances, cover- 
age of drugs and medications 
which have been added to the ap- 
proved lists since 1951, coverage 
of charges for surgical recovery 
rooms, better payments to mem- 
bers treated in other Blue Cross 
Plan areas, coverage of infants at 
15 days of age rather than begin- 
ning at 30 days of age, and an in- 
creased crib allowance in a hos- 
pital from $2 to $3 per day. 

Sam M. Butler, executive di- 
rector of the Blue Cross Plan, led 
support for the application for the 
rate increase and additional bene- 
fits. “Basically,” he said, “the 
problem facing our Plan is the 
fact that Blue Cross is paying out 
more money in claims than it is 
receiving in subscription fees.” 


During the last 12 months, he said, 
the Plan has been paying out 
$1.15 for each dollar of income it 
has received; the Plan lost more 
than $158,000 during this period, 
he continued. 

“We have asked for this rate 
increase,” Mr. Butler said, “be- 
cause of three important factors: 
first, we are increasing our bene- 
fits to a more realistic level; sec- 
ond, hospital costs have increased 
due to inflation and the vast in- 
crease in expensive health-re- 
storing services; and finally, we 
have devised a more realistic 
method for reimbursing hospi- 

“Ten years ago the inpatient 
day cost averaged $8.28 in the 
area we serve. Today that inhos- 
pital cost is $16.37. This repre- 
sents an increase of 98 per cent, 
while the national average inpa- 
tient cost has increased from $9.58 
to $20.52 per day for an increase 
of over 114 per cent in the same 
period.” Mr. Butler said these 
costs had been kept down in his 
service area without any curtail- 
ment in service. 
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Under the benefit program ap- 
proved by the insurance commis- 
sioner, Mr. Butler said, “we pro- 
pose to increase our payments to 
hospitals for care rendered our 
members from 93 per cent to 95 
per cent of approved hospitals’ 
billings. This means that Blue 
Cross members will still be get- 
ting the best possible hospital 
protection and that the Plan will 
be in a position to better meet 
financial needs of our member 
hospitals.” 


Plan Pledges Cooperation 
With Investigating Groups 


Full cooperation with medical 
and government groups studying 
Blue Cross and hospital utiliza- 
tion has been pledged by the 
Capital Hospital Service (Blue 
Cross), Harrisburg, Pa. 

A nonpartisan commission to 
study the hospital-medical care 
field is to be appointed by Penn- 
sylvania Governor George M. 
Leader, following recommenda- 
tions of the state insurance com- 
missioner. 

The Pennsylvania State Medical 
Society also announced plans for 
an investigation into utilization of 
hospital facilities. 


St. Louis Blue Cross Names 
O. W. Rexford As Its Head 


Oscar W. Rexford has been ap- 
pointed head of Group Hospital 
Service Inc., which operates the 
St. Louis Blue 
Cross Plan. Mr. 
Rexford, whose 
appointment is 
effective June 1, 
was vice presi- 
dent and oper- 
ating manager 
of the St. Louis 


Public Service 
Co. 
Mr. Rexford 


MR. REXFORD 


succeeds Elmer 
F. Nester who is retiring as execu- 
tive director of the Plan because 
of ill health. 


Plan Names New Director 


Dr. Joseph A. MacDougall has 
been named executive director of 
the Maritime Hospital Service As- 
sociation (Blue Cross), Moncton, 
New Brunswick, Canada. He suc- 
ceeds Ruth Cook Wilson who re- 
cently retired. Miss Wilson will 
serve as executive consultant to 
the Plan’s board. Dr. MacDougall 
was formerly chairman of the 
Plan’s board. 


HELP, NOT POLITICAL THEORY, NEEDED— 


Gov. Clement Addresses Southeastern Group 


“It is neither communistic nor socialistic to take care of your neigh- 
bor,” Tennessee Governor Frank G. Clement said in the keynote address 
of the 21st annual assembly of the Southeastern Hospital Conference. 

The conference met in Miami Beach, Fla., May 14-16. 

Although we have to be careful not to cross “certain political boundary 


lines,” said Gov. Clement, we have 
to figure out some way to take 
care of the sick. They need help, 
he said, “not a political theory.” 

In another address, Dr. Basil C. 
MacLean said that long-term 


DISCUSSING Tennessee Governor Frank G. 
Clement's keynote speech at the Southeast- 
ern Hospital Conference, May 14-16, are 
{1 to vr): E. C. Bramlett, assistant administra- 
tor of Mobile (Ala.) Infirmary, Gov. Clem- 
ent, and Frank 5S. Groner, administrator, 
Baptist Memorial Hospital, Memphis, Tenn. 


trends point to an even closer re- 
lationship between hospitals and 
Blue Cross, although short-term 
trends are not in this direction. 
Dr. MacLean is president of the 
Blue Cross Association. 

People are turning to Blue Cross 
for help, he said, in holding down 
“the costs of their protection and, 
at the same time, raising and 
broadening the benefits they want. 
The public,” Dr. MacLean said, ex- 
pects Blue Cross to move forward 
into its new and expanded com- 
munity role without delay. (See 
reports on two Blue Cross Plans’ 
activities beginning on p. 85.) 

The day will soon come, said 
Dr. MacLean, when committees 
and procedures for providing 
standards in hospital economics 
will be “as commonplace in hos- 
pitals as tissue committees are 
today.” 

In a paper that examined forces 
influencing the community’s total 
hospital bill, Ray E. Brown said 
that these forces are often beyond 
the control of the hospital and 
prepayment plans. One such force, 
he said, is the “changing charac- 
teristics in a rapid anticipated 
population growth.” 

Mr. Brown, superintendent of 
the University of Chicago Clinics, 
said that the hospital bill is “in- 
creasingly being underwritten by 
the well. This,” he said, “means 
that the public will incréasingly 
visualize hospital costs in terms 


of the monthly cost of prepayment 
rather than as charges for services 
received. Under such _ circum- 
stances,” he said, “what they are 
getting will not be related to what 
they are paying.” 

The chief complicating feature 
of large population increases, said 
Mr. Brown, will be the capital ex- 
penditures necessary to provide 
additional facilities. He said. that 
almost $100 for new hospital con- 
struction must be found for each 
new entrant into a community. 


BED VS. DESK 


“The very qualities that make 
excellent bedside nurses seem to 
conflict with the qualities that 
make head nurses and super- 
visors good managers,” said Lester 
E. Richwagen. Mr. Richwagen is 
administrator, Mary Fletcher Hos- 
pital, Burlington, Vt. Educational 
programs for nurses, he said, 
“should create an understanding 
on the part of the student that 
nursing and administration must 
go hand in hand in order to serve 
the sick.” (See report on Upper 
Midwest Hospital Conference be- 
ginning on p. 87.) 

The administrator “has been 
obliged to shift many of the tech- 
nical skills once demanded of him 
to others in the hospital organiza- 
tion,” said Frank S. Groner. Mr. 
Groner is administrator, Baptist 
Memorial Hospital, Memphis, 
Tenn. “In the future,” said Mr. 
Groner, “the administrator will 
need to develop conceptual skills 
to a finer degree.” 

Government participation in 
health affairs will increase rather 
than decrease, said Kenneth Wil- 
liamson, director of the Washing- 
ton Service Bureau of the Ameri- 
can Hospital Association. “Unmet 
needs,” he said, “are traditionally 
looked after by Congress.” 


He listed the following as some 
of the factors affecting govern- 
ment interest in health legislation: 

1. Possibility of hospitals being 
declared to be in interstate com- 
merce. 

2. Recent developments which 
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indicate that hospital boards are 
not being accepted as public com- 
missions. This feeling, he said, has 
been underscored by recent sug- 
gestions that hospitals be placed 
under state insurance commis- 
sioners for regulation. 

3. Widespread belief among 
legislators that nonprofit opera- 
tion is synonymous with inef- 
ficiency. 

4. Constant increase in the cost 
of care. 

5. Pressure from organized labor 
in health matters. 

6. Reluctance of participants in 
the voluntary health system to 
move and change quickly enough. 

In a discussion of the ways that 


the American Hospital Association 
serves its members, Tol Terrell 
urged Association members to 
write to AHA for help or advice 
in any of the areas affecting hos- 
pital operations. Mr. Terrell is 
president of AHA and administra- 
tor of Shannon West Texas Me- 
morial Hospital, San Angelo, Tex. 

Robert A. Ivy, administrator of 
Doster Hospital and Clinic, Colum- 
bus, Miss., was installed as presi- 
dent of the conference. Elected 
officers of the conference were: 
president-elect, Oscar S. Hilliard, 
administrator, Tri-County Hospi- 
tal, Fort Oglethorpe, Ga.; vice 
president, George Burt, adminis- 
trator, Piedmont Hospital, Atlanta. 


THREE APPROACHES REVIEWED— 


Meeting Highlight: How to Educate Nurses 


“Colleges can and should support education for nurses as for other 


students.” 


So said Mildred Montag, associate professor in nursing education at 
Columbia University, at the opening general session of the 1lth Upper 
Midwest Hospital Conference held in Minneapolis, May 14-16. 


“The way in which nursing edu- 
cation programs have fitted into 
the total college gives concrete 
evidence that a nursing program 
can become an integral part of the 
college program and that it is pos- 
sible to prepare a nurse to per- 
form those functions commonly 
associated with the registered 
nurse in this type of program,” 
Miss Montag said. 

The college-integrated nursing 
education program can lighten the 
financial burden now being borne 
by hospitals, she said, during the 
program at which three approaches 
to nursing education were re- 
viewed. (Also see Southeastern 
Hospital Conference story, p. 86.) 

Miss Montag reported on the re- 
sults of a five-year experience with 
a two-year curriculum for schools 
of nursing carried out in seven 
colleges representing five regions 
of the United States. The project, 
conducted by the Division of Nurs- 
ing Education at Columbia com- 
bines technical training in nursing 
and general education—general 
education accounting for one third 
of the total curriculum and nurs- 
ing accounting for approximately 
two thirds. Clinical experience is 
coordinated with classroom teach- 
ing. 

Evaluation of the graduates by 
the head nurses and supervisor 
with whom the graduates worked 
showed these graduates to be as 
good as or better than most of the 
graduates of other nursing pro- 
grams in 80 per cent of the cases, 
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Miss Montag said. The graduates 
were evaluated at six month in- 
tervals for a period of two years 
on 23 points which had been 
identified as important in nursing. 


KLICKA DESCRIBES PROGRAM 


Dr. Karl S. Klicka, director of 
Presbyterian-St. Luke’s Hospital, 
Chicago, described the modified 
diploma program instituted three 
years ago at his hospital. The cur- 
riculum consists of two years of 


NEW president and president-elect, respec- 
tively, of the six-state regional Upper Mid- 
west Hospital Conference are (! to r): Harold 
C. Mickey, director, Rochester (Minn.) Method- 
ist Hospital, and Richard Lubben, adminis- 
trator, Bozeman (Mont.) Deaconess Hospital. 


classwork followed by one year of 
internship. The one year of in- 
ternship provides the same amount 
of service as the traditional three 
year course, Dr. Klicka said. 

He reported that students in the 
course have been given increasing 
“dosages” of courses in the social 


sciences—an innovation which has 
elicited “considerable enthusiasm 
on the part of both students and 
faculty. These courses, by helping 
the students to know themselves 
better and know the patients bet- 
ter, increase the nurses’ ability to 
provide the tender loving care so 
essential to good nursing,” Dr. 
Klicka said. 

Dorothea Thompson, secretary 
of the National Association for 
Practical Nurse Education, the 
third speaker at the opening ses- 
sion, said there is great variety 
in the functions which the prac- 
tical nurse is called upon to per- 
form from one hospital to another 
and from nursing homes to general 
acute hospitals. 

She said that practical nurses 
need the help of hospitals to deter- 
mine just what they should be 
taught within the basic curriculum 
or in postgraduate programs that 
will enable them to function ade- 
quately in situations where they 
now are being used “under wraps.” 
She pinpointed four problems re- 
lating to practical nurses: 

1. Need for an increased supply 
of trained practical nurses. 

2. Better instruction of educators 
and users of nursing services con- 
cerning what should be expected 
of the trained practical nurse. 

3. Better utilization of practical 
nurse personnel—especially those 
who have special preparation or 
who have superior individual 
ability. 

4. increased appreciation of the im- 
portance of job satisfaction as a 
component of stable nursing serv- 
ice. 

Dr. Chester W. Howe, associate 
professor of surgery, Boston Uni- 
versity School of Medicine, warned 
hospitals to beware of short-term 
results in their efforts to stamp 
out staphylococcal infection in hos- 
pitals. “It is not unusual,” said 
Dr. Howe, “for a short-term epi- 
demic to occur and to have certain 
measures taken which appear to 
control it. But it may be that the 
epidemic was about to terminate 
naturally in its own course of 
events, and that the basic problem 
still exists.” He added that in the 
majority of hospitals “there is a 
healthy awareness of the problem 
and a good attitude toward setting 
up constructive programs to com- 
bat it.” 

Dr. Vergil N. Slee, director of 
the Commission on Professional 
Hospital Activities, described some 
of the results that had ensued 
from data accumulated in this pro- 
gram and sent to participating hos- 
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pitals. Evidence indicated, he said, 
that the comparative studies is- 
sued and returned to the hospitals 
had in some institutions resulted 
in more careful medical examina- 
tion concerning need for hyster- 
ectomies particularly in younger 
women. He mentioned another in- 
stance where a hospital showed 
an increase in the number of chest 
x-rays for pneumonia, apparently 
as a result of studying the com- 
parative data of other hospitals. 


HOSPITALS IN TRANSITION 


James Y. James, director of the 
Association of University Programs 
in Hospital Administration and 
Hospital Administration Research 
Study, Graduate School of Public 
Health, University of Pittsburgh, 
said that research in hospital ad- 
ministration has not kept pace 
with the general progress in the 
hospital field. 

“Hospitals today are in a transi- 
tional stage,” said Mr. James. 
“Hospital administration has 
moved from a nondescript institu- 
tional management stage through 
the apprentice stage to the profes- 
sional stage of practice.” Mr. 
James, in describing the hospital 
administration research study cur- 
rently being carried on by his 
group said that this program, and 
the many other specific hospital 
researches now in progress, repre- 
sent “the spadework in the de- 
velopment of a new reservoir of 
potential knowledge in the hospi- 
tal field.” 

Speaking on financing to meet 
the future needs of hospitals, 
Robert A. Dobbin, vice president 
of American City Bureau, said 
that the considerable competition 
that now prevails for the philan- 
thropic dollar has caused health 
and hospital projects to receive 
only about one-seventh of the total 
gift dollars. 

“It appears evident,” Mr. Dob- 
bin said, “that to finance the needs 
of future years hospitals must get 
more than this 14 out of every 
100 cents given away if they are 
to hold their own in the voluntary 
philanthropy of the years ahead.”’ 
He expressed the opinion that 
fund-raising in the future will 
undergo changes with the tech- 
nique of the short intensive cam- 
paign expanding into a long-range 
continuing effort utilized so effec- 
tively by educational institutions 
during recent years. Increased 
generosity from voluntary philan- 
thropy undoubtedly could be 
achieved through proper plan- 


ning, adequate cooperation of in- 
terested citizens and a reasonable 
degree of conscientious explana- 
tion, he believed. 

On the national hospital scene, 
Ray Amberg, director and pro- 
fessor, University of Minnesota 
Hospitals, and president-elect of 
the American Hospital Associa- 
tion, explained some of the recent 
legislative developments in Wash- 
ington. 

Dr. Edwin L. Crosby, director 
of the AHA, in discussing the 
program of the American Hos- 
pital Association, pointed out that 
an estimated $1 billion is needed 
for modernization and renovation 
alone in urban hospitals across the 
country and that nearly half of 
the money needed for building hos- 
pitals is solicited from _ private 
sources. He stressed strengthening 
“mother” hospitals in urban cen- 
ters as a primary need for the 
development of subsidiary hospi- 
tals in suburban areas. 


KNOW HOSPITALS BETTER 


Mrs. Chester A. Hoover, chair- 
man of the AHA Council on Hos- 
pital Auxiliaries, told auxiliary 
delegates that “increasingly, aux- 
iliaries are being accepted as a 
part of the hospital team, but they 
cannot bring to their community 
information and understanding of 
the hospital unless they have the 
facts.” 

She said that hospitals should 
make an effort to keep their aux- 
iliaries informed, and that aux- 
iliaary members should not hesitate 
to ask questions so they may give 


intelligent answers when asked 
about their hospitals. 

Dr. Robert Barr, secretary and 
executive officer, State Board of 
Health, University of Minnesota, 
explained to the auxiliary dele- 
gates the purpose and aims of the 
World Health Organization. WHO’s 
annual meeting is being held in 
Minneapolis May 26 to June 14. 
Hospital auxiliaries will play an 
important part in disseminating 
information to WHO delegates and 
acting as hostesses and guides. 

Harold C. Mickey, director of 
Rochester (Minn.) Methodist Hos- 
pital, took office as president of the 
Upper Midwest Hospital Confer- 
adminis- 


ence. Richard Lubben, 
trator of Bozeman (Mont.) 
Deaconess Hospital, was named 


president-elect. Registration at the 
meeting was 4700. 


Red Cross Expenses Detailed 


During the year ended June 30, 
1957, the American National Red 
Cross spent $16,087,924 on disas- 
ter services and its chapters spent 
$1,780,896 on such services, Red 
Cross national headquarters re- 


ported. 

The national group and _ its 
chapters spent $13,693,386 on 
blood services during the 1957 


fiscal year; $4,614,273 came from 
the national Red Cross and $9,- 
079,113 came from the local chap- 
ters. 

A total of $2,145,619 was spent 
by the Red Cross during fiscal 
1957 for nursing services—$715,- 
530 by the national group and 
$1,430,089 by the chapters. 


Western Association Officers 


NEW OFFICERS were elected at the April 21-24 convention of the Association of Western 


Hospitals. They are {i to ri: treasurer, 


Joseph L. Zem, director, St. Luke's Hospital, 


San Francisco; third vice president, Paul S$. Bliss, administrator, Vancouver (Wash.) Me- 
morial Hospital; president, Ralph J. Hromadka, administrator, Santa Monica (Calif.) Hos- 


pital, and president-elect, 


Wesley G. Lamer, 


administrator, Physicians and Surgeons 


Hospital, Portland, Ore. Not pictured here are two other officers: first vice presi- 
dent, John H. Zenger, administrator, Utah Valley Hospital, Provo, and second vice 
president, Sister Anne Raymond, administrator, St. Vincent's Hospital, Billings, Mont. 
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LONG-TERM ILLNESS GROUP CONVENES— 


AHA Listing of Parahospitals Recommended 


Immediate development of a listing program for parahospitals—insti- 
tutions such as nursing homes and homes for the aged—by the American 
Hospital Association in cooperation with other interested groups was 
recommended last month by the Conference on the Care of Patients with 


Long-term Illness. 

Parahospital was defined as an 
inpatient center having the con- 
tinuous services of nurses aids (or 
the equivalent) who are super- 
vised by a registered nurse or 
licensed practical nurse (or the 
equivalent), who in turn is under 
the direction of a physician. 

Seventy-five per cent of the 
participants in three-day 
meeting sponsored by AHA and 
the Public Health Service favored 
the conference’s recommendation. 

Forty-five representatives of 
hospitals, public health agencies, 
the medical profession, nursing 
homes and agencies interested in 
or now participating in programs 
concerned with care of patients 
with long-term illness attended 
the conference. Participants were 
assigned to one of four discussion 
groups. 


CRITERIA FOR LISTING 


Half of the participants favor- 
ing an AHA listing program for 
parahospitals outlined specific cri- 
teria that these facilities should 
meet before being accepted for 
listing. Some of the criteria that 
were suggested are: 

1. Licensing by the state. 

2. Medical supervision by a li- 
censed physician. 

3. Supervision by a registered 
nurse. 

4. Adequate records on patients, 
which would include the medical 
history, report of physical exami- 
nation, diagnosis, progress notes, 
medications and treatments given, 
and nursing notes. 

5. Adequate physical facilities 
to meet safety requirements. 

6. Survey or inspection of the 
institution by personal visit. 

Those supporting an AHA list- 
ing program of parahospitals rec- 
ommended that AHA offer some 
type of membership for this group 
together with the services offered 
to members. It was also stated that 
this listing might serve as the first 
step toward accreditation of para- 
hospitals. 


HOSPITAL'S RESPONSIBILITY 


No matter where care for pa- 
tients with long-term illness is 
provided, conference participants 
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agreed that general hospitals have 
a responsibility regarding care of 
the long-term patient. General 
hospitals might choose to develop 
their own hospital services for 
chronically ill medical, tubercu- 
losis and mental patients, for 
nursing care patients, for care of 
patients in their homes and for 
outpatients, or they may cooper- 
ate with other institutions or 
groups furnishing these services. 

It was recommended by one 
discussion group that parahospi- 
tals be a part of, or operate in con- 
junction with, a hospital. It was 
felt this arrangement would pro- 
vide the best possible continuity 
of care of long-term patients dur- 
ing all stages of disability. It was 
also reported that this arrange- 
ment would make it possible for 
parahospitals to share the para- 
medical and consultative services 
of hospitals. 

Conference participants recog- 
nized that there was a need for 
collection of data on present fa- 
cilities caring for patients with 
long-term illness. There was a 
call for periodic studies on the 
local as well as the national and 
state levels so that change and 
rate of change could be readily 
noted. 

It was hoped that such studies 
would identify the patient with 
long-term illness and indicate how 
many are in existing facilities, as 
well as techniques that have been 
found successful in alerting com- 
munities, hospitals, and their staffs 
to solving the problem of care of 
patients with long-term illness. 
The studies would record data on 
the levels of service needed, use 
of the unit for training of profes- 
sional and technical personnel, 
clinical and sociological research, 
size of units in relation to levels 
of service, costs, and methods of 
financing. 


PREPARE GUIDES 


Conference participants felt that 
once the available data were col- 
lected on present programs of care 
for patients with long-term illness, 
guides should be prepared for ad- 
ministration of services for the 
long-term patient. It was recom- 


mended that the guides be based 
on the premise that care of long- 
term patients requires a group of 
closely linked facilities, including 
hospital outpatient departments, 
doctors’ offices, home care, nursing 
home and custodial facility. 

One group of participants rec- 
ommended the following structure 
for such a guide: 

1. Relationships among various 
institutions and programs. 

2. Development and mainte- 
nance of standards of professional 
care. 

3. Development and mainte- 
nance of standards of administra- 
tive practice. 

4. Development and mainte- 
nance of physical facilities. 

It was recognized that any guide 
designed to detail a total program 
for the long-term ill must take 
into account three common prob- 
lems: community planning, fi- 
nancing, and staff development 
(recruitment and training). 


Four Chicago Meetings Held 
On Community Health Needs 


Community health needs re- 
ceived a thorough examination at 
four conferences held last month 
in Chicago. The conferences, spon- 
sored by the health division of 
the Welfare Council of Metropoli- 
tan Chicago, comprised the 25th 
annual meeting of that group. 

At the April 16 meeting, Dr. 
Francis Gerty said that sufficient 
thought has never been given to 
the significance of mental health 
in general hospitals. Dr. Gerty, 
president of the American Psy- 
chiatric Association, advocated 
changing the point of control of 
mental health facilities from the 
state level to the hands of a re- 
gional director. 

This plan, Dr. Gerty said, would 
regulate the patient flow between 
state centers and local communi- 


ties — providing rehabilitative 
services through local general 
hospitals. 


SOCIAL CASEWORK NEEDED 


Dr. Henry H. Fineberg, director 
of the mental hygiene section of 
the Chicago Board of Health, said 
that clinics and psychiatric serv- 
ices have no lasting effect without 
social casework to treat the “pre- 
disposing factors” of mental ill- 
ness. 

Interns, nurses and technicians 
soon may have to make room for a 
new type of student in the general 
hospital, Rev. Granger E. Westberg 
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told the group. Reverend Westberg 
is associate professor of religion 
and health at the University of 
Chicago. He said that theological 
students need clinical experience 
in hospitals to prepare them for 
the increased amount of mental 
health counseling they will be 
called upon to give. 

The final session, with Dr. 
Edwin L. Crosby, AHA director, 
serving as chairman, was devoted 
to organized facilities for medical 
care, with emphasis on general 
hospitals. 

“The day when a nurse and a 
doctor and a hospital building con- 
stitute patient care has passed,” 
said Norman Bailey, executive di- 
rector of Chicago’s Grant Hospital. 


PARAMEDICAL PERSONNEL 


While paramedical services are 


increasing in importance, he said, — 


personnel in these fields are be- 
coming less available. He said that 
a wise use of publicity, recogni- 


tion, recruitment and job analysis 
could help general hospitals solve 
this paramedical personnel prob- 
lem. 

Ray E. Brown, superintendent 
of the University of Chicago 
Clinics, predicted that the general 
hospital will become the center of 
organized medical care in the com- 
munity. To support this position, 
he cited such factors as: 

1. The disappearance of special 
hospitals, as medical advances 
conquer contagious disease and 
tranquilizers enable mental pa- 
tients to be treated in 
facilities. 

2. The economic advantage of 
concentrating personnel and serv- 
ices necessary for modern medical 
care. 

3. The shift of ambulatory patient 
care from the doctor’s office to 
hospital outpatient departments. 
4. The specialization of medical 
practice requiring doctors to prac- 
tice as part of a group. 
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JAMES A. ANDERSON 
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MISSOURI 


GILBERT O. LINDGREN 


MONTANA 


GEORGE F. PENDERGRAFT 


Superintendent Administrator Administrator 
Lutheran Hospital Trinity Lutheran Hospital Glacier County 
Fort Dodge Kansas City Memorial Hospital 
Cut Bank 
TENNESSEE VIRGINIA 


NEBRASKA 


GERALD L. ALDRIDGE 


WILLIAM B. BARNHART 


HARVIE M. CLYMER 


Administrator Administrator Administrator 
Mary Lanning Maury County Hospital Shenandoah County 
Memorial Hospital Columbia Memorial Hospital 
Hastings Woodstock 


“open” ‘ 


16 Hospital Organizations 
Name New Slates of Officers 


Hespital Council of Southern California: 
president, J. E. Smits, adminis- 
trator, Children’s Hospital, Los 
Angeles; vice president, Percy F. 
Riggs, administrator, Presbyterian 
Hospital-Olmsted Memorial, Los 
Angeles; treasurer, William J. 
Daniels, administrator, Haw- 
thorne Community Hospital, 


Hawthorne; secretary, Winifred 
L. Bacon, administrator, Hoag 
Memorial Hospital, Newport 
Beach, 


Georgia Hospital Association: presi- 
dent, Millard L. Wear, administra- 
tor, Kennestone Hospital, Marietta; 
president-elect, Daniel E. Gay, ad- 
ministrator, Memorial Hospital of 
Chatham County, Savannah, sec- 
retary-treasurer, Lee O. Dry, ad- 
ministrator, Elks’ Aidmore Hospi- 
tal, Emory University. 

Evansville (ind.) Area Hospital Council: 
president, Nolan R. Lackey, ad- 
ministrator, Baptist Hospital, 
Evansville; vice president, Harold 
L. Gano, administrator, Carmi 
(Ill.) Township Hospital; secre- 
tary, Paul T. Sodt, assistant ad- 
ministrator, Deaconess Hospital, 
Evansville. 


Eastern indiana Hospital Council: 
president, Frank G. Sheffler, ad- 
ministrator, Reid Memorial Hos- 
pital, Richmond; vice president, 
William Russell, administrator, 
Clinton County Hospital, Frank- 
fort; secretary-treasurer, Imogene 
Kirkpatrick, director of nurses, 
Hancock County Memorial Hospi- 
tal, Greenfield. 


Northwest indiana Hospital Covwncil: 
president, Everett A. Johnson, ad- 
ministrator, Methodist Hospital, 
Gary; vice president, Sister M. 
Vetusa, R.N., administrator, St. 
Catherine’s Hospital, East Chi- 
cago; secretary, William L. Lyon, 


assistant administrator, Metho- 
dist Hospital, Gary. 
Kentucky Hospital Association: 


president, Walter B. Chesnut, ad- 
ministrator, District One Tuber- 
culosis Hospital, Madisonville; 
president-elect, Wade Mountz, ad- 
ministrator, Norton Memorial In- 
firmary, Louisville; treasurer, E. 
W. Horgen, administrator, King’s 
Daughters’ Hospital, Ashland. 
Lovisiana Hospital Association: Free- 
man E. May, administrator, 
Baptist Hospital, Alexandria; 
president-elect, Billy Brown, ad- 
ministrator, Homer Memorial Hos- 
pital, Homer; vice president, Hun- 
ter Huckabay, Baton Rouge 
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General Hospital, Baton Rouge. 


Northwest Louisiana Hospital Council: 
president, B. W. Brown, adminis- 
trator, Homer Memorial Hospital, 
Homer; vice president and treas- 
urer, Tom Callahan, assistant ad- 
ministrator, T. E. Schumpert 
Memorial Hospital, Shreveport; 
secretary, R. E. Blue, assistant ad- 
ministrator, Willis-Knighton Me- 
morial Hospital, Shreveport. 


Massachusetts Hospital Association: 
president, Rt. Rev. Msgr. A. C. 
Dalton, director of Catholic hos- 
pitals, Archdiocese of Boston; 
president-elect, R. Ashton Smith, 
director, Lawrence General Hos- 
pital, Lawrence; treasurer, Ber- 
trand B. Nutter, director, Salem 
Hospital, Salem. 


Greater New York Hospital Associa- 
tion: president, Fred K. Fish, ex- 
ecutive director, New York Poly- 
clinic Medical School and Hospital; 
president-elect, Dr. A. A. Karan, 
director, Bronx Hospital; vice 
president, Peter B. Terenzio, ex- 
ecutive vice president, Roosevelt 
Hospital; treasurer, Louis Miller, 
director, Jewish Memorial Hospi- 
tal; assistant treasurer, R. D. 
Vanderwarker, vice president and 
general manager, Memorial Cen- 


ter; secretary, Dr. Martin R. 
Steinberg, director, Mt. Sinai Hos- 
pital. 


Ohice Hospital Association: presi- 
dent, Roger Sherman, adminis- 
trator, Children’s Hospital, Ak- 
ron; president-elect, Anthony 
Dickens, director, Springfield City 
Hospital; first vice president, 
John Gettman, administrator, Me- 
morial Hospital, Fremont; second 
vice president, Sister Eugene 
Marie, administrator, Good Sa- 
maritan Hospital, Cincinnati; 
treasurer, Lee Lanpher, adminis- 
trator, Lutheran Hospital, Cleve- 
land. 


Northwestern District (Okliahome) 


Hospital Council: chairman, J. E. 
Summers, administrator, Wood- 
ward Memorial Hospital, Wood- 


ward: vice chairman, C. L. John- 
son, administrator, McAlester 
General Hospital, McAlester; sec- 
retary, Sister M. Adolpha, ad- 
ministrator, St. Mary’s Hospital, 
Enid. 


Seuth Carolina Hospital Association: 
president, Charles C. Boone, ad- 
ministrator, Barnwell County 
Hospital, Barnwell; treasurer, 
James M. Daniel, superintendent, 
Columbia Hospital of Richland 


County, Columbia. 


Corpus Christi (Tex.) Area Hospital 
Council: chairman, Sister Angela 
Clare, administrator, Spohn Hos- 
pital; vice chairman, Edward 
Glaze, assistant administrator, Me- 
morial Hospital; secretary-treas- 
urer, Gordon Epperson, adminis- 
trator, Driscoll Foundation 
Children’s Hospital. 


Southwest Virginia Hospital Council: 
president, S. L. Pickering, admin- 
istrator, Park Avenue Hospital, 
Norton; president-elect, Mrs. 
G. F. Reynolds, Jeffersonville 
Hospital, Tazewell; secretary, 
Mrs. Glenna B. Moore, Bristol; 


treasurer, Carl D. Lowe, busi- 
ness manager, Grundy Hospital, 
Grundy. 


Montreal (Quebec) Hospital Council: 
president, Dr. J. Gilbert Turner, 
executive director, Royal Victoria 
Hospital; first vice president, Dr. 
J. R. Boutin, medical director, 
Notre Dame Hospital; second vice 
president, M. S. Cohen, executive 
director, Jewish General Hospital. 


Poison Center Opens 


Bryan Memorial Hospital, Lin- 
coln, Nebr., has announced the 
opening of a poison control and 
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two separate divisions. Bachelors degree 
required. 200-bed hospital; very progres- 
sive nursing program. $6500. (e) Director 
of Nursing Service. East. Degree not re- 
— No teaching. 200-bed hospital near 


— 

< supervision of com ie ‘ " 2 yrs, 


treatment center. A card index file 
of all poisons, antidotes, and treat- 
ments is being prepared by the 
center. 


Four Named Governors 
Of Educational Trust 


Four Chicagoans have been ap- 
pointed to the Board of Governors 
of the Hospital Research and Edu- 
cational Trust, Dr. Edwin L. Cros- 
by, secretary of the trust and di- 
rector of the American Hospital 
Association, announced. 

The new members of the seven- 
member board are: Dr. Lowell T. 
Coggeshall, dean, division of bi- 
ological sciences, University of 
Chicago (one year); Tilden Cum- 
mings, president, Continental 
Illinois National Bank and Trust 
Co. (three years); Edward C. 
Logelin, vice president, United 
States Steel Co. (four years), and 
Dr. J. Roscoe Miller, president, 
Northwestern University (two 
years). 

The trust, an independent or- 
ganization created by the Ameri- 
can Hospital Association, is 
financed by grants from founda- 
tions and other sources. It cur- 
rently has grants or commit- 
ments of more than $4 million for 


a variety of research projects de- 
signed to improve hospital serv- 
ices and to broaden distribution of 
these services, 

A two-year study of the opera- 
tion of hospital licensing and plan- 
ning laws was recently concluded 
under the guidance of Alan E. 
Treloar, Ph.D,, trust director. 

The three trustees of the trust, 
who are also members of the Board 
of Governors, are Tol Terrell, AHA 
president and administrator of 
Shannon West Texas Memorial 
Hospital, San Angelo, Tex.; John 
N. Hatfield, AHA treasurer and di- 
rector of Passavant Memorial Hos- 
pital, Chicago, and Dr. Crosby, 
who is chairman of the Board of 
Governors. 


Foreign Medical Graduates 
Take Qualification Test 


Fifty-one per cent of the 298 
foreign medical school graduates 
who took the first American Medi- 
cal Qualification Examination on 
March 25 obtained a passing score. 

Another 52 graduates (17 per 
cent) obtained scores that were 
near the passing score. The test 
consisted of 400 multiple choice, 
machine scored questions. | 

The examination was conducted 


Technicians 


SPEEDY 
ACCURATE Mose! 
RESULTS 


An exacting testing and production oven that 
provides very close heat uniformity. Built-in indi- 


¢ 


KW: Max. Temp. 500 F. 


ovens 
for all 


cating temperature controls. Emphasis has been 


on heavy construction ... even heat distribution 
. .. capacity loads at high speed ... ability to 
“stand the gaff’’—even under continuous 24-hour- 
a-day usage. Six sizes and types are available for 
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testing processes. Write for Bulletin No. 107. 
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purposes 


408 Despatch Building 


MINNEAPOLIS 14 MINNESOTA 


by the Educational Council for 


Foreign Medical Graduates. 
ECFMG stated that “it should be 
pointed out ... that a significant 


number of the candidates whose 
reading rate in English is slow, 
failed to finish the examination on 
that account, though only one can- 
didate failed to pass the English 
test with the examination.” 

Forty-eight of the physicians 
who passed the examination had 
been in this country for three 
years or less; 45 had been in the 
United States for five years or less, 
and nine had received their medi- 
cal degrees 20 or more years ago. 

Purpose of the examination is 
to enable foreign medical school 
graduates to establish their quali- 
fications to undertake higher edu- 
cation in medicine and assume in- 
ternship or residency positions in 
United States hospitals. 

The council’s certificate, stated 
Dr. J. Murray Kinsman, ECFMG 
president, should be considered as 
evidence that the holder is in pos- 
session of medical knowledge at 
least comparable to that possessed 
by a recent graduate of an Ameri- 
can medical school. 


Education Group Reports 
Medical Schools Lack Funds 


United States medical schools 
need $10 million to $20 million 
additional income annually to 
meet their minimum responsibili- 
ties, the National Fund for Medi- 
cal Education stated in its annual 
report. 

“Every new bit of knowledge 
uncovered by medical scientists, 
every new therapeutic technique 
devised by the schools, adds to the 
teaching load and consequently to 
the financial burden,” the fund 
stated. 

Operating expenses of the 82 
fully accredited U. S. medical 
schools for the 1956-57 school 
year totaled $132 million, the fund 
reported. Medical educators agree, 
the fund report stated, that this 
is not enough to do a complete job. 

“Lack of funds,” it was stated, 
“strikes at the heart of a medical 
school: its faculty. Unfilled faculty 
posts in 1956-57 were 331, com- 
pared to 251 the year before. 

“Low salary scales make it hard 
for medical schools to attract 
qualified teachers. Furthermore, 
the prospects of continuing low 
salaries makes it hard for the 
faculty member to resist the lure 
of a living wage elsewhere.” 

Lack of funds also cuts down on 
the amount of basic, or creative, 


HOSPITALS, J.A.H.A. 


ie... 
~ d 
| 
| 
| 
| 
| 


© 


| 


research that medical schools can 
do, the report stated, since most 
research funds to medical schools 
are allocated for applied research. 

research,”’ the fund 
stated, “the exploratory probing 
and groping about in the un- 
known, too often must be financed 
by the medical school out of its 
own funds, even out of the teach- 
ing budget.” 

However, the fund _ stated, 
budget problems still run second 
to the problem of keeping abreast 
of scientific advances. 

The fund recently made grants 
of $3,178,825 to the nation’s medi- 
cal schools, bringing to $15,843,766 
the total awarded since 1951, when 
the first grants were made. 


Michigan Council Advises: 
Form Commission on Aging 

Michigan’s Legislative Advisory 
Council on Problems of the Aging 
has recommended to the state 
legislature that a Commission on 
Aging be formed. 

Members of .the commission 
would be heads of the state agen- 
cies which have an interest in 
aging problems and _ interested 
laymen appointed by the governor 
with the advice and consent of the 
state senate. 

Functions of the new commis- 
sion would include: 

@ Coordination of state depart- 
ments and voluntary agencies 
whose activities affect the aging. 

@ Aid in establishment of com- 
munity programs to provide help 
for the aging on an economical, 
efficient basis. 

@ Study of long-term needs of 
older persons and recommenda- 
tions on how these needs could 
be met. 

@ Development of education pro- 
grams to create a more hospitable 
climate for the elderly and aging. 

The commission would replace 
the council which made the recom- 
mendations and the Interdepart- 
mental Committee on Aging. 

Among other recommendations 
of the advisory council were that: 

@® Funds be appropriated for a 
demonstration project to train 
mature persons for work as aides 
in institutional, home care, and 
activity programs for the aging. 

® A consulting team be estab- 
lished within the State Department 
of Health to help local health de- 
partments in licensing nursing 
homes and homes for the aged and 
to help these institutions improve 
programs of rehabilitation and 
treatment. 
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@® Funds be appropriated for 
several local health departments 
to establish home care programs 
on a demonstration basis. 

@ The Department of Health be 
enabled to make grants to several 
local health departments for pro- 
viding bedside nursing care pro- 
grams in rural areas. 

@® The legislature appoint a 
committee to investigate costs of 
care in privately operated nursing 
homes in Michigan. 


Platou Named ‘Man of Year’ 


Carl N. Platou, administrator of 


Fairview Hospital, Minneapolis, 
was named “outstanding young 
man of the year” by the Muin- 
neapolis Junior Chamber of Com- 
merce. 

Mr. Platou, 34, is also president 
of the Lutheran Hospital Associa- 
tion of America and a member of 
the House of Delegates of the 
American Hospital Association. 


School Expands Facilities 
For Hospital Administration 
A Bureau of Hospital Adminis- 


tration has been established with- 
in the University of Michigan’s 


r 


For the new... WILLIAMSBURG 


COMMUNITY 
H 0 bs) PITAL Williamsburg, Va. 


The campaign is completed . . . the figures are in... 
and Williamsburg will now have a hospital to save 
lives and heal the sick and injured. 

Helping communities to help themselves by 
providing experienced fund raising counsel ...is a 
responsibility this firm has fulfilled for hundreds of 
appeals for hospital funds since 1911. 

Perhaps the proven techniques developed dur- 
ing these many years may be valuable to you at this 
time. If so, administrators and hospital boards are 
cordially invited to arrange a pre-campaign consulta- 
tion at no cost or obligation. 


WARD. DRESHMAN & REINHARDT 
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School of Business Administration. 

The new bureau will provide 
community services and conduct 
fundamental research in hospital 
administration. It will supplement 
teaching and instruction now pro- 


vided in the school’s program in 
hospital administration. 

Walter J. McNerney, associate 
professor and director of the pro- 
gram in hospital administration, 
will serve as director of the bureau. 


Hospital Prepared for Atomic Blast 


Much consideration has been 
given, and is being given, to the 
functions that hospitals will have 
should this country be engaged in 
an atomic war. 

Doubtless many hospitals, along 
with all manner of other struc- 
tures, would be destroyed in such 
a conflict. What can the planners 
of hospitals now being built do to 
protect the hospitals and the pa- 
tients they will be housing? 

Pascack Valley Hospital, West- 
wood, N.J., is being built with 
these potential dangers in mind. 
This suburban residential area has 
been designated a “probable dam- 
age zone” by the Federal Civil 


, 


PASCACK Valley Hospital, Westwood, N.J., being built, presents low atomic-age silhovette. 


Defense Administration because 
of its proximity to New York City. 

The new structure was to be 
designed to minimize damage from 
atomic blast and to provide pro- 
tection from nuclear radiation and 
fire. 

Toward this end the 80-bed 
general hospital being built at a 
cost of $1.2 million (with addi- 
tional nursing wings planned) has 
a working core for the operation of 
the hospital’s facilities which is 
also a protective core of maximum 
shelter. against atomic explosion. 

For this second role the actual 
core area is increased by including 
the adjacent corridors, with the 


HOSPITALS /ooking at facts! 


...and hundreds of 
hospitals with Mosinee 
Turn-Towl washroom 
service have discovered: 


1. Towel service costs 
drop from 25% to 50% 
as compared to 
previous service. 


2. Janitorial costs in 
connection with towel 
service are usually 

cut in half. 


3. Users like the top 
quality of Turn-Towls. 


Write for name of 
nearest distributor. 


1120 West Mason Street, Green Bay, Wis. 
Subsidiary of Mosinee Paper Mills Co. 
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entire area enclosed and subdivided 
by heavy reinforced concrete walls 
and floors. This provides a “shelter”’ 
area to accommodate 80 patients, 
66 staff personnel, and 80 visitors, 
as well as enclosing the essential 
services in blast-proof. construc- 
tion. 

Reinforced concrete construc- 
tion provides, in addition to the 
protected area, a structure within 
a structure furnishing greater re- 
sistance for the building as a 
whole, architect Robert A. Green 
stated. 

To minimize hazards in general, 
the building was designed with no 
hung ceilings, a minimum of ceil- 
ing fixtures, and no parapets or 
exterior attachments that might 
be loosened or thrown around in 
a blast. 

The entire building presents a 
low silhouette with a high ratio of 
width to height in which blast 
effect is kept to a minimum. 
“Straight forward design,” Mr. 
Green stated, “in both interior and 
exterior, has contributed to the 
diverse requirements of protection 
from blast, convenience of func- 
tion and economy of construction 
to produce a cheerful atmosphere 
for the patients and a distinctive 
building for the community.” 


1000 Beds Added to Hospitals 
In North Carolina in 1957 


Available hospital beds in North 
Carolina increased by more than 
1000 during 1957, according to an 
estimate by the Hospital Care As- 
sociation (Blue Cross) of Durham. 
This figure includes both new con- 
struction and expansion projects. 

Total cost of the new facilities 
including equipment, as reported 
by 34 hospitals and clinics, was 
more than $17.5 million. 

Five hospitals reported plans for 
a total of $4,850,000 in new con- 
struction scheduled to begin this 
year. 

Six other hospitals reported 
plans are being worked on for new 
structures or major expansions by 
1960. Two of these projects alone 
are to cost an estimated $10 mil- 
lion. 

Largest project undertaken in 
the state is the $4.5 million expan- 
sion at Duke Hospital, Durham. 
The new wing houses outpatient 
departments and other facilities. 

Presbyterian Hospital, Char- 
lotte, with a total expenditure of 
$2.6 million was the second largest 
project of the year. The new 
facilities include 135 beds (total: 
430 beds), four operating rooms, 
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An accountant 
Save us an idea 
that adds up 


“I'd like to be more systematic about 


my personal accounts, our accountant 
remarked. “I wish I had a plan to make 
me save, every single payday.” 


We explained that we have the fin- 
est kind of mechanism for regular sav- 
ings—the plan for buying U.S. Savings 
Bonds through Payroll Savings. But 
she had given us an idea. If she was not 
familiar with our plan, there must be 
many other employees, too, who didnt 


know we have such a system. 


We put ina call for our State Savings 
Bond Director. He sparked a com- 
pany-wide plan that told our people 
about systematic buying of U.S. Sav- 
ings Bonds. Every person on our pay- 
roll received an application card. 


Within days we had the best em- 
ployee participation weve enjoyed 
since the mid-forties. It showed that 
people welcome a chance to set up this 
soundest of investment plans. Today 
there are more payroll savers than ever 
before in peace time. Look up your 
State Director in the phone book or 
write: Savings Bonds Division, U.S. 
Treasury Dept., Washington, D. C. 
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HAEMO-SOL 
is RIGHT on 
every type of soil! 


Q. Does it remove blood, scum, pus, 
oil, milk and formula solids, inject- 
able drugs such as _ antibiotics? 
A. YES, HAEMO-SOL digests, solu- 
bilizes and suspends all types of 
soil completely and rapidly. 

Q. Does it really rinse free of de- 
posits? A. YES, HAEMO-SOL soft- 
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not ON, instruments and glassware. 
Q. Can it be used on metal, rubber, 
glass and plastics? A. YES, HAEMO.- 
SOL is completely safe . . . will not 
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Q. Is it economical? A. YES, % oz. 
HAEMO-SOL to a gallon will handle 
most cleaning jobs and it’s reuseable. 
Q. Can it be used in pressure wash- 
ers? A. YES, but be sure to specify 
all-new HAEMO-SOL “N.S.” for this 
purpose ... it’s non-sudsing and non- 
foaming. 

Q. How does it come? What does it 
cost? A. HAEMO-SOL is packed in 
hospital blue and white, all-metal 
5-lb. containers. 12 cans cost only 
$5.40 each, 6 cans—$6.08 each, 1-5 
cans—$6.75 each. 

Write NOW for literature 

and FREE SAMPLE. 
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Over 65 years of continuous service 
to the hospitals of America 


221 Varick St., New York 14, N.Y. 


Branches in Los Angeles, 
Dallas & Columbia, S.C. 


delivery suite, central supply 
room, physicial therapy depart- 
ment, diagnostic x-ray . center, 
laundry, pathology department, 
dining rooms, and parking lot. 


Elsasser Assumes Command 


Of Naval Hospital School 


Commander Leo J. Elsasser, for- 
merly director of the Hospital Ad- 
ministration Division of the Navy’s 
Bureau of Medicine and Surgery, 
Washington, -D.C., has assumed 
command of the Naval School of 
Hospital Administration, National 
Naval Medical Center, Bethesda, 
Md. 

He succeeded Commander C. L. 
Crawford who has become execu- 
tive officer of the Hospital Corps 
School at the Naval Hospital in 
San Diego, Calif. 

Commander Elsasser retains the 
position of consultant in hospital 
administration to the surgeon gen- 
eral. 


Hospital association meetings 
(Continued from page 6) 


Oklahoma Hospital Association——Novem- 
ber 6-7; Oklahoma City 

Ontario Hospital Association ——- October 
28; Toronto 

Oregon Association of Hospitals——Octo- 
ber 13-14; Gearhart (Gearhart Hotel) 

Comite des Hopitaux du Quebec——June 


25-27; Montreal (Montreal Show 
Mart) 

Hospital Association of Rhode Island — 
October 21; Providence (Sheraton- 
Biltmore Hotel) 

Saskatchewan Hospital Association 
October 15-17; Saskatoon ‘(Bess- 


borough Hotel) 
Virginia Hospital Association——Novem- 
ber 14-16; Roanoke (Roanoke Hotel) 
Washington Hospital Association ——Octo- 
ber 15-16; Tacoma (Winthrop Hotel) 
West Virginia Hospital Association — 
October 16-18; Charleston (Daniel 
Boone Hotel) 


AHA INSTITUTES 
(THROUGH NOVEMBER 1958) 


Hospital Dental Service-——June 2-5; 
Chicago (Edgewater Beach Hotel) 
Dietary Department Administration — 
June 2-6; New York City (Sheraton- 

McAlpin Hotel) 

Hospital Organization Planning Work- 
shop—June 4-6; Roanoke, Va. (Ho- 
tel Roanoke) 

Administrators’ Secretaries——June 9-!!; 
San Mateo, Calif. (Villa Hotel) 

Hospital Public Relations——June | 6-19; 
Berkeley, Calif. (Claremont Hotel) 

Hospital Pharmacy—June 16-20; Phil- 
adelphia (Temple University) 

Directors of Hospital Volunteers—June 
25-27; Kansas City, Mo. (Bellerive 
Hotel) 

Hospital Law—July 1-3; Denver (Cos- 
mopolitan Hotel) 

Hospital Purchasing—July |4-18; East 


Lansing, Mich. (Michigan State Uni- 
versity) 

Hospital Pharmacy—July 28-August |; 
Chicago (University of Chicago) 

Selected Areas in Dietary Department 
Administration —— September 8-12; 
Kansas City, Mo. (Bellerive Hotel) 

Disaster Planning —- September 15-17; 
Dallas, Tex. (Adolphus Hotel) 

Evening and Night Nursing Service Ad- 
ministration Institute—-September 22 - 
25; Indianapolis (Sheraton-Lincoln 
Hotel) 

Operating Room Administration — Sep- 
tember 29-October 2; New York City 
(Sheraton-McAlpin Hotel) 

Medical Social Workers——September 29- 
October 3; Minneapolis (Hotel Radis- 
son) 

Directors of Hospital Volunteers——Octo- 
ber 1-3; Washington, D. C. (Willard 
Hotel) 

Safety-Insurance——October 6-8; Wash- 
ington, D. C. (Shoreham Hotel) 

Workshop on Improving the Effectiveness 
of Supervision —- October 6-10; Fort 
Worth, Tex. (Hilton Hotel) 

Medical Record Library Personnel—No- 
vember 3-7; Chicago (LaSalle Hotel) 

Nursing Service Administration——-Novem- 
ber 3-7; Philadelphia (Bellevue-Strat- 
ford Hotel) 

Physical Therapy —— November 10-14; 
Kansas City, Mo. (Bellerive Hotel) 

Hospital Organization Planning Work- 


shop—November 17-21; Boston 
(Somerset Hotel) 
Disaster Planning ——- November | 8-20; 


Los Angeles (‘Ambassador Hotel) 


The high cost of hospital 
care is going higher 


(Continued from page 43) 


With full rosters, costs will rise 
further, but the. quality of serv- 
ices will improve correspondingly. 
The public—and particularly the 
patient—should consider this a 
wise investment. 

To sum up, hospital costs will 
continue to rise. The inexorable 
upward spiral of industrial wages; 
the shortening of the work week: 
the necessity to pay more adequate 
wages to hospital employees, espe- 
cially women; and—most impor- 
tant of all—the need to provide 
the patient with the benefits of 
rapidly developing advances in 
medical technology make a con- 
tinuing increase in hospital costs 
inevitable. 

All of these factors are, for the 
most part, beyond the direct con- 
trol of the hospital trustee or the 
administrator. 

The justification for these costs 
is the fact that only by paying 
them can the public benefit from 
the advances of medical research 
and hospitals continue their work 
of saving more lives and restoring 
health to more people. e 
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PRO RE NATA 


JOHN H. HAYES 


Once there was a student nurse 
who thought that My Sin was a 
perfumed antibiotic; an operating 
table a time schedule of the day’s 
work; that the delivery room was 
in charge of a receiving clerk; and 
materia medica the mother of a 
doctor. 

Pat Pending says: The filter is 
one-quarter the length of a king 
sized cigarette. If it serves to take 
out deleterious components of the 
smoke, why not double the length 
of the filter, making the cigarette 
one-half filter and one-half tobac- 
co? This would cut down the 
amount of tobacco consumed, as 


well as the quantity of harmful 
ingredients in it. 
I think he has something there. 
Some antibiotics make folks sore; 
Some are rubefacient. 
They kill the germs; and then, at 
times, 
They almost kill the patient. 
ADDITIONS TO THE MORON’S 
MEDICAL LEXICON: 
ATTENUATED: When you've 
had a bedtime snack 
FAHRENHEIT: Very tall 
GENE: Short for Eugene 
NATUROPATH: A country lane 


PALLIATIVE: Becoming 
friendly 
PUSTULE: After Christmas 


It has been brought out by 
several speakers recently that a 
return to the two-year intern- 
ships in hospitals would, within 
one year, wipe out the shortage of 
interns and make unnecessary the 
use of graduates of foreign schools. 
I do not think it possible for a 
young medical student to gain 


sufficient knowledge and experi-. 
ence in the many branches of 
medicine in one year of hospital 
work and_ responsibility. Six 
months of the two-year term could 
well be spent in a specialty, to be 
credited to a residency in that 
specialty. It may well be that we 
are graduating too many special- 
ists and not enough good diagnos- 
ticians. 

The mechanic who can prompt- 
ly and correctly determine what 
is wrong with your automobile 
is the fellow who gets it back on 
the road sooner. 

There are now so many national 
health organizations and other 
groups which refuse to join in 
community chest collections, that 
the one-time, or community chest 
movement is, in my opinion, great- 
ly weakened. This affects nonprofit 
hospitals, because people, know- 
ing there will be other drives, give 
less to the chests, which usually 
include hospitals in their distribu- 
tion. I am just “viewing with 
alarm”. I don’t know the answer. 


Every hospital needs 
Gatch Bed Boards 


REST-WELL BED BOARDS 
FOR GATCH BEDS 


FOR BACKACHE AND SACROILIAC 
Hinged to conform to the contour of the bed in 
any position. Folds nicely to 18” x 30”, therefore, 
is easily stored. Weighs 13 lbs. Made of Plywood 
and is practically indestructible. 


All prices are F.O.B., N.Y.C. 
We moke all types of regular and folding boards. 


ots of $60 


more— 


How ToT rim Food Service Expenses 


REST-WELL PRODUCTS CO. 
417 West 127th Street 
New York 27, New York 
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KLENZADE TAILOR-MADE 
COMPLETE SANITATION PROGRAMS 


Qualified Klenzade Technicians will make a complete survey of 


your kitchen personnel to “keep it clean. . 


your food operation and set up sanitation procedures and sched- 


vies to meet your particular conditions. Klenzade will teach 


- and keep it 


longer.’ Why not take advantage of this unique Klenzade 
service that adds new zest to your food, cuts costs, and fresh- 


ens up your entire food facilities. 


Sparkling equipment, dishes, glosses,. utensils. *‘Ovut- 
of-doors'’ atmosphere, free of ‘‘scullery’’ odors. Fresh 
clean food flavors — smiles instead of complaints. 
Elimination of detergent waste, over-vse, duplicated 
products, inefficient cleaning. 


Write for Information on Complete Sanitation Survey 
KLENZADE PRODUCTS, INC. 


BELOIT, WISCONSIN 
“Visit Us at the Catholic Hospital Show” 
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Classifications: Classified advertis- 
ing accepted to run under the fol- 
lowing headings: 1—Services; 2— 
Instruction; 3— Wanted; 4— For 
Sale; 5—Positions Wanted; 6—Posi- 
tions Open; 7 Miscellaneous. 


Transient Rate: Thirty cents a 
word; minimum charge $4.50 per in- 
sertion. 


Contract Rate: Six-point body 
lines, 13 pica columns, $1.40 per 
line; eight-point display lines $1.70 
per line. Five per cent discount for 
twelve-insertion contracts with no 
change of copy. Ten per cent dis- 
count for twenty four-insertion con- 
tracts with no change of copy. 


SERVICES 


DISASTER PLANNING consulting service 
to aid your industry or institution to pre- 
pare plans of action in case of fire, flood, 
natural disaster or civil defense situations, 
Timothy G. Stillman, P.O. Box , Corn- 
wall-on-Hudson. New York. 


MISCELLANEOUS 


Investment syndicate is interested in pur- 
proprietary profit making open 
staff hospitals anywhere in the United 
ill retain present rsonnel and 
maintain high standard public and patient 
relations. nlimited cash available. All 
= will be held in strict confidence. 
Address HOSPITALS, Box I-25 


POSITIONS OPEN 


The new Warren Hospital, a 212 bed gen- 
eral hospital, located in Phillipsburg, New 
Jersey, expected in the early 
summer of 1958, has the following openings 
for: MEDICAL RECORD LIBRARIAN: Reg- 
istration desired but not absolutely neces- 
sary, DIETITIAN: A.D.A., DIRECTO 


be To for New Jersey 
license, OPERATING ROOM NURSES. Di- 
rect letter of application to: Administrator, 
Warren Hospital, Phillipsburg, New Jersey. 


DIETITIAN: Opening in 400 bed hospital 
which is adding 120 bed rehabilitation unit. 
Excellent opportunity in therapeutic or 
administrative work for A.D.A. registered 
person. Salary commensurate with train- 
ing and experience. Liberal benefits. Appl 

Personne! Director, lowa Methodist Hospi- 


tal and Raymond Blank Memorial Hospital 
for Children, Des Moines, Iowa. 


REGISTERED PHARMACIST: for 1400 
bed State Hospital in Southwest Virginia. 
Ideal working and living conditions. For 
further particulars, write: Personnel Di- 
rector, uthwestern State Hospital, Box 
670, Marion, Virginia. 


CONSULTING MEDICAL RECORD 
LIBRARIAN and MEDICAL RECORD 
TECHNICIAN: New 40 bed hospital and 
neighboring hospital wish to engage 
ore MEDICAL RECORD LIBRARI- 

. Salary open. Location Northwest 
Wisconsin. 40 hour week. Organizational 
required. Address OSPITALS, 

ox 


LIBRARIAN: Registered or ual; full 
charge of department in 45 hospital, 
75 miles east of St. Louis, Mo. 
Open. Apply Administrator, 
morial Hospital, Salem, Illinois. 


LIBRARIAN, REGISTERED — MEDICAL 
RECORD. To assume charge of Record 
Room, 400-bed hospital. Excellent oppor- 
tunity. 40-hour week. Salary open. Address 
HOSPITALS, Box I-36. 


ADMINISTRATOR OR OFFICE MANA- 
GER: small general hospital; Milwaukee 
area; only experienced considered; salary 


open. Prerequisites: accounting, credits, 
collections, personnel. Address HOSPI- 
TALS Box I-26. 
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our 


—‘Woopwarp 


YEAR 


Rrsonnel ‘Bureau 


FORMERLY 


5S N.WABASH AVE, 
CHICAGO 


Sra 


ANN WOODWARD Ditectoln. 


Telephone RAndoiph 6-5682 


ADMINISTRATORS: (a) Dir, med educ; 
MD to coordinate new intern & res prog; 
apprvd for 10 internships, 18 residencies; 
also assist new Nurses Trng sch] & OPD 
(100,000 visits; 350 bd hsp); outstand’ 
facil; $15-20,000; so; similar exper no 
necess. (b) One w/8-10 yrs exper, hsps 
150-200 bds; adm of hsp now having 200 
bds expanding to 400; $10-12,000; twn 
40,000, Fla. (c) New short-term, general 
hsp, 240 bds; around $11,000; coll twn, E. 
(d) To replace ,one resigning; small, 
short-term hsp, ext ‘49; sal commensurate 
w/exper & educ; smal twn not too far 
from lige city, E. (e) Med or non med; 
dir 2 fully-apprvd hsps; 800 bds complete 


chge med & adm functions; req’s exten- 
sive exper: refer FACHA: substantial. 
(f) 280 bd, fully apprvd, vol gen! hsp; 


15-18,000; req ome w/exc exper; ref 
ACHA; one of finest res areas nr Nyc. 
(g) New, 85-bd, priv community hsp; 
small twn, large drawing area, expnd'g; 
Calif. (h) Clinic Adm; directly reportable 
to med dir; educ & exper; 300 bd fully- 
apprvd cl-hsp, excl facilities; good sal: 
West coast. (i) 120 bd hsp, estab’d 1913: 
(may add new wing); one w/good exper; 
$7,000; MW. 


ASSISTANT ADMINISTRATORS: (j) Full 
chge TBc hsp, 175 bds, unit of very lge 


hsp stp: excl potential advance: West 
coast. (k) 2,000 bd hsp; req’s degree in 
HA or 3 yrs exp as HAA; nr Los Amended. 


(1) Vol, genl hsp, 225 bd, tchg prog; about 
$8,000; lge city on Lake Mich. (m) 
5 yrs exp; HA degree; 380 bd hsp, fully- 
appry ; to $9,000; city 100,000, E. (n) 
bd, genl vol hsp; sal open; Great Lake 


ADMINISTRATIVE POSTS: (0) Account- 
ant; 6 yrs exper, strong on costs, systems, 
rocedures able dir staff of 30: $6-7,000: 
e fully-apprvd tchg hsp; MW. (p) Clinic 
r; man or woman; working experience 
& knowledge of acctng; 19 Dr grp; estab’d 
along line of Mayo; $10,000; E. (q) Train- 
ing coordinator; hsp bkgrnd not req'd 
does r advanced academic preparation, 
adult educ; formulate, supervise, coordi- 
nate 10 new hsps, unit of Irge indus or- 
$17,000; annual increases for 5 yrs; 
wks vacation; retirement prog; So. 


EXECUTIVE HOUSEKEEPERS: (a) Full 
chge 50 in staff; 400-bd fully apprv’d gen 
hsp; Cal coastal city. (b) Supv total over 
1500 bds; psych hosp system: coll twn: 
So. (c) Replace hskpr retir’g after 20 yrs: 
hsp now expand’g to 500 bds; challeng’ 
oppty for qual person; lovely lge city; Ee 
(d) Full chge dept; 300-bd vo 
ideal loca, Pac N (e) 600-bd TBc hsp: 
coll twn, Carolinas. (f) 
vol gen hsp 300 bds; coll comm of 000; 
E. (g) By 200-bd vol gen hsp: resid sub- 
urb impor univ med ctr; SE. (h) Full 
chge dept, pref capable supv expan prog 
to over 200 bds; NYC vicin. 


gen hsp; 


SHAY MEDICAL AGENCY 

Blanche L. Shay, Director 

55 East Washington Street 
Chicago 2, Ill. 


ADMINISTRATORS: (a) 100 bed hospital— 
new. Middle West. (b) 25 bed hospital in 
rocky mountain area. (c) 100 bed hospital 
with building program underway. $8500. 
with building program underway. $8500 
ed (d) 50 bed hospital expanding to 75. 

t. $9000 up. (e) 50 bed hospital. Re- 
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SHAY MEDICAL AGENCY continued 


~ 
quire someone with exp. supervising ex- 
pansion program. 


EXECUTIVE PERSONNEL: (a) Cost Ac- 
countant. 225 bed hospital. Middle West 
$7200. (b) Personnel Director. Middle West. 
400 bed hospital — 700 employes. Man or 
Woman. (c} Purchasing Agent. East. 185 
bed hospital. (d) Personne! Director. East. 
400 bed hospital. Man or Woman. Prefer 
hospital exp. (e) Business Manager. Mid- 
dle West. 360 bed hospital. Good account- 
ing background $7200 minimum. 


NOTE: We can secure for you the position 
ou want in the hospital field, in the 
ocality you prefer. Write for an applica- 
tion—a stcard will do. ALL NEGOTIA- 
TIONS STRICTLY CONFIDENTIAL. 


THE MEDICAL BUREAU 


M. Burneice Larson—Director 
900 North Michigan Ave. 
Chicago 11, Illinois 


ADMINISTRATORS: (a) Commissioner of 
osps., direct 2 hosps., comb. cap., 
eds: MD degree or degree in hosp., bus. 
or pub. adm. and extensive exper. req; 
univ. city, MW. (b) Adm., cl. comp. 100 
phys; 1300 phys-patient visits, 1 lab. 
services, daily; outstand. oppor; top cali- 
bre man req. (c) Adm; new 200-bed gen. 
hosp; near NYC; $12-$15,000. (d) en. 
hosp built in °55; 75 beds; Fla. (e) Asst; 
300-bed gen. hosp; suburb, lge city, Penn. 
(f) Nurse adm; new 60-bed a wealthy 
farm. area, Iowa; $6600 mtce. H6-1. 


Two: 300-bed gen. 
(b) Ass'n., 
Busy 


ANESTHETISTS: (a) 
hosp; univ. city, Ohio; $7200. 
anes. group; Pac. N.W. $500. (c) 
surg; 300-bed hosp; Mexican border; 
up. H6-2. 


DIETITIANS: (a) Qual. reorganize, dir. 
dietary dept, 100-bed hosp; suburb, ge 
univ. town: $6600. (b) Serve as consult- 


ants, food service organ; E. MW; $5200 
up. H6-3. 
DIRECTORS OF NURSING: (a) Djir., 


nurs. schl, serv; new modern 600-bed hosp; 
coll. prog., 3-yr. schl; to $10,000. (b) Dir., 
nurs. serv; 200-bed gen. hosp; ideal Ariz. 
vacation land; $6000. (c) Ass’t dir. nurses; 
must have initiative; strong in 
capable comp. respons; imper. 

hosp; outside US; $7000 up. H6-4. 


EXECUTIVE PERSONNEL: (a) Bus. mer: 
deg. with major in acctg., considerable 


empl, respons. all 


exper; supervise 40 | 
acctg. functions; $6000-$7200; univ. city, 
MW. (b) Compt: univ. hosp; 900-beds; 


$6500-$8500: W. (c) Pers. dir; newly estab. 
position, 350-bed hosp; Penn. (d) Pur. agt; 
degree, min. 3 yrs. exper; 350-bed hosp; 
univ. town, Mich; $87 . (fe) Pub. rel. 
dir; 300-bed gen. hosp; nr Chicago. (f) 
Food serv. dir; 500-bed tchg. hosp; $10,000; 
So. (g) Executive Housekeeper: Head 
dept., 450-bed hosp; univ. city, beautiful 
cent. NY; top sal. H6-5. 


FACULTY POSTS: (a) Ed. dir; 3-yr. 

prog., 350-bed hosp; Master's pref., not 

req; $6000-$7200; Calif. (b) Instructors in 
$5000-$5500: 


-$5500: - 
140 students; beautiful city, outside US; 
delightful climate. H6-6. 


MEDICAL RECORD LIBRARIANS: (a) 
Chief, act as consultant, supervise depts, 
4 hosps; univ. city, MW; min. $6000. (b) 
Ass’t; 13 in dept; new 400-bed hosp; Fla. 
H6-7. 


SUPERVISORS: (a) ual. supervise & 
teach, OR program, - hosp; 7000 
vic. NYC 


operations annually; $5-$6000; : 
tb) Supervise & teach, nursing personnel, 
new 60-bed patient unit; clinic and hosp. 


serving indus. oe , So. $535. (c) Super- 
ny gy NT dept; $435, mtce; Chicago area. 
6-8. 
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CLASSIFIED |= 
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VOLUNTEERS, ME A 
WORKER, GENERAL DUTY NURSES: All 
| 


GENERAL DUTY NIGHT NURSE. Immedi- 
ate ouening. 38 bed, modern, JCAH full 
accredited hospital located in central Ari- 
zona in heart of Verde Valley. Elevation 
3500 ft.. ideal year round climate within 
few minutes of beautiful Oak Creek Can- 
yon and 150 miles from Grand Canyon. 
Only 2 hours drive to Phoenix, a rapidly 
growing metropolis. 5 day 40 hour week; 
starting salary $280 with periodic increases; 
—_ vacation: sick leave: holidays. Blue 

ross available: Social Security. Apply to: 
Director of Nurses, Marcus J. Lawrence 
Memorial Hospital, P. O. Box 538, Cotton- 
wood, Arizona. 


ASSISTANT DIRECTOR, OCCUPATIONAL 
THERAPY — Modern tuberculosis hospital 
with affiliation program. Five day week, 
40-hour, paid vacations, 7 holidays, sick 
leave, social security. Excellent opportunity 
for progressive administrator. Resume to 
Director, Occupational Therapy. Emily P. 
Bissell Hospital. 3000 Newport Gap Pike, 
Wilmington 8, Delaware. 


MEDICAL DIRECTOR: Recently opera- 
tive modern 75 bed Tuberculosis Hospital 
located in Southeastern Ohio. Salary range 
$12.720 to $15,120. Attractive residence at 
reasonable cost. Eligible for Ohio license. 
ape? Director, Ohio Department of 
Health, Columbus, Ohio. 


DIETITIAN: A.D.A. or equal; full Gare 
of department in 45 bed hospital, 75 
miles east of St. Louis, Mo. Salary open. 
Apply Administrator. Salem Memorial 
Hospital, Salem, Dlinois. 


POSITIONS WANTED 


ASSISTANT ADMINISTRATOR or SU- 
PERINTENDENT: Catholic Hospital. Uni- 
versity education. Hospital administration 
and working apprenticeship in various 
departments. Several years experience. 
Address HOSPITALS, Box I-42. 


POSITIONS WANTED 


CHIEF ENGINEER or MAINTENANCE 
MAN: age 41. Married high school gradu- 
ate. 5 years experience pipe fitting, 3 
years experience high pressure boilers, 
years experience in ospital as chief 
maintenance engineer. Address HOSPI- 
TALS, Box I-40. 


THE MEDICAL BUREAU 


M. Burneice Larson—Director 
900 North Michigan Ave. 
Chicago 11, Illinois 


ADMINISTRATOR: Med: 3 yrs on fac. 
med. school full time tch’g; 2 yrs, ass't 
dir., 500-bed a hosp; 5 yrs, dir., 700-bed 
hosp; FACHA. 


ADMINISTRATOR: MHA; adm. res., tch’g 
hosp; 6 yrs, assoc. adm., 500-bed univ. 
affil. hosp: Member, ACHA. 


ANESTHESIOLOGIST: Amer. 
Brd; 9 yrs, dept anes., well known clinic, 
on staff med. schl. 


COMPTROLLER: BS.; 7 yrs, head dept, 
ee hosp; 2 yrs., dir. dept, 1000-bed 


FOOD SERVICE: Director hotel & restau- 
rant services, 12 yrs; dir. dept, 400-bed 
hosp., 3 yrs. 


PATHOLOGIST: 3 ~ 4 yrs. assoc. path., 
tch’g hosp. and on faculty med. school as 
—_ pref; 5 yrs., dir. dept, 300-bed gen. 
osp. 


RADIOLOGIST: Diplomate (Diag., Thera- 
py); since ‘52, assoc. rad., 300-bed hosp., 
in charge of res. training. 


OUR 62nd YEAR 


WooDWARD 
} Personnel ‘Bureau 


FORME 


WABASH AVE. 


Telephone RAndolph 6-5682 


ADMINISTRATOR: B.S., Bus Adm; MHA 
Northwestern; 15 mos, Cost Acct’g, 500 
bd hsp; 5% pha adm, 82 bd hosp; 10 mos, 
Asst Adm, bd hsp; desires irgr hsp; 
MW: Member ACHA. 


ANESTHESIOLOGIST: 12 yrs, anes, high- 
ly regarded grp, staffed by 80 men, mostly 
ee & on tehg faculties; seeks director- 
ship, dept anes, in larger hsp; on fee 
basis; Diplomate; early 40's. 


ASSISTANT ADMINISTRATOR: BS. 
MHA; yrs adm res; 3 yrs, adm asst; 2 
yrs, asst adm; now see vor 250 dds 
up; W. Coast, So; Member AC ; Middle 
30's. 


EXECUTIVE HOUSEKEEPER: early 4's; 
superior trng, exp; qual esp to ass’t in 
bidg prog, open new = train hskprs; 
avail July-Aug for challeng’g oppty at 
sal in keep’g w/outstanding record; any 
area. 


EXECUTIVE HOUSEKEEPER: late 40's; 
1% yrs as exec hskpr, 400-bd gen hsp; 
seeks similar oppty; Calif. 


EXECUTIVE HOUSEKEEPER: early 50’s; 
coll grad; 20 bn hskpg exp, incl 7 yrs full 
chge, 300-bd hsp, 2 yrs, new 300-bd facil; 
excel refs; So only. 


RADIOLOGIST: ~_ successful priv 
pract, rad on tchg faculty, med schi; 
outstanding specialist exceptionally well- 
qual’d, radiation therapy; Dipl, both 
branches. 


(Clip and Mail) 
HOSPITALS, Journal of the American Hospital Association 
18 E. Division St., Chicago 10, Illinois 
Please schedule the following advertisement for the issue(s) of HOSPITALS 
(Date of Publication) 
under the following heading: 
For Sale Instruction Positions Wanted 
Positions Open Services Wanted 
[] Check or Money Order Enclosed Signed 
[] Bill the Hospital Title 
Hospital 
Address. 
City & State_ 
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1000 TABLETS 
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MADE IN USA. 


Quickly, Economically 


BUFFERIN 


saves money 

saves dispensing time 
saves shelf space 
BuFFERIN—the better tolerated antacid analgesic—is especially valuable for 
the treatment of arthritis and other conditions which require high-dosage, 
long-term salicylate therapy. BUFFERIN contains no sodium, thus is suitable 
for patients on salt-free diets. 


Each BUFFERIN tablet combines 5 grains of aspirin with the antacids aluminum glycinate and magnesium carbonate. 
Clinical Data Available on Request 
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Bristol-Myers Company,19 West 50 Street, New York 20, N. Y. 
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in amber bottles especially designed for the modern hospital pharmacy. 
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UTENSIL WASHER 
“SANITIZER 


be American Utensil Washer-Sanitizer provides efficient equipment 
to carry out an improved technique in preventing the transfer of 
communicable diseases among patients and hospital personnel. Con- 
venient and automatic, it washes and sanitizes three full sets of 
pafients’ utensils in two loads ... at a speed well within the normal 


discharge-and-admission rate. Simple and economical to install and 


operate, the Washer-Sanitizer saves personnel time, reduces utility 


room clutter and assures uniform cleaning and sanitizing at less cost. © The Ametican Useads “ee 
Sanitizer is available with stainless 


steel utility room clean-up counter 
For complete information on this new Utensil Technique, the 


write for bulletin SC-321. obove. 
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